F 


*'-k* 


Limited  Engush  Proficiency  as  a 
Barrier  to  Health  &  SociAi. 
Services 


F^RER'KRED  FOR: 

OmcE  For  Civil  Rights 

der^rtment  of  health  8c  human  services 

Prepared  bv: 

Macro  International.  Inc. 

Richard  E.  Schmidt      Ariel  Ahart       Gail  Shur 


ir 


km'TrVZ^^ 


.-^. 


^"-^'  -   ' 


ABSTRACT 


This  report  examines  the  issue  of  barriers  to  health  and  social  services  created  by 
Limited  English  Proficiency.  Because  of  its  immigrant  roots,  the  United  States 
has  always  had  a  substantial  population  that,  at  least  for  some  period  of  time,  pos- 
sessed limited  understanding  of  English.  During  its  early  development,  clashes 
were  common  concerning  language.  Although  English  eventually  became  the 
dominant  language,  it  has  never  been  designated  as  the  nation's  official  language. 

The  Office  for  Civil  Rights  in  the  Department  of  Health  and  Human  Services 
oversees  the  connection  between  delivery  of  services  by  recipients  of  DHHS 
funds  and  free  access  to  those  services  by  the  population.  The  major  question 
they  seek  always  to  answer  with  regard  to  services  funded  by  the  Depanment  is: 
"are  the  services  freely  available  to  all  sectors  of  the  population,  without  regard  to 
race,  creed,  color,  or  national  origin?" 
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This  report  outlines  the  range  of  current  practices  regarding  the  provision 
of  language  appropriate  services  to  persons  with  Limited  English  Profi- 
ciency. Information  is  reported  from  site  visits  and  interviews  in  three  major 
urban  areas:  Seattle,  Boston  and  Los  Angeles.  The  interviews  yielded 
information  concerning  legislative  and  executive  branch  interventions,  pri- 
vate and  public  sector  initiatives  and  responses  to  the  tide  of  immigrants  and 
refugees  in  need  of  services  and  the  relative  costs  and  benefits  derived  from 
operation  of  alternative  models  of  delivering  care  when  language  is  a 
harrier  to  effective  communication. 


1.  Problem  Statement 

Physician:  "M,  would  you  ask  her  if  she  is 

allergic  to  any  medications?  " 

Aide  (in  Navajo):  "Does  the  white  man's 

medicine  make  you  want  to  vomit?" 

Patient  (in Navajo):  "No" 

Physician:  "Did  you  ask  her  if  the  white 

man 's  medicine  makes  her  vomit?" 

Aide:  "Yes." 

Physician:  "That 's  not  quite  what  I  need  to 

know,  I  have  to  know  about  allergies  and 

medications." 

Aide:  "Well,  I  don't  know  about  those 

things  .  . .  what 's  allergy  mean  anyway?  If 

you  know  so  much  Navajo,  why  don 't  you 


ask  her? ' 


.1 


Communications  between  doctor  and  pa- 
tient are  fraught  with  difficulty,  often  be- 
cause of  the  great  disparity  in  knowledge 
about  medicine.  Physicians  sometimes 
ask  a  leading  question  that  the  patient 
does  not  understand;  patients  respond 
with  what  they  think  the  doctor  wants  to 
know.  If  effective  communication  is  dif- 
ficult when  both  parties  speak  the  same 
language,  those  difficulties  become  mag- 
nified enormously  when  they  speak  differ- 
ent languages.  Because  communication 
between  physician  and  patient  is  critical 
to  the  outccwne  of  a  medical  encounter,  it 


Robert  W.  Putsch.  M.D.,  Cross-cultural  Communication:  The  Special  Case  of 
Interpreters  in  Health  Care,  JAMA,  Dec.  20  1985-Voi  254,  No.  23. 
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is  vital  that  the  process  be  brought  within 
normal  language  boundaries  for  this  type 
of  interaction.  Increasingly,  within  Amer- 
ica, this  process  has  become  complicated 
by  language  differences.  When  language 
becomes  a  barrier,  who  is  responsible  for 
bridging  the  barrier? 

One  of  the  primary  functions  of  the  Of- 
fice for  Civil  Rights  (OCR)  within  the 
U.S.  Department  of  Health  &  Human 
Ser/ices  (DHHS)  is  oversight  of  the  pro- 
grams administered  by  the  Department 
with  reference  to  the  laws  established  to 
guarantee  the  civil  rights  of  all  citizens. 
At  issue  always  is  the  extent  to  which  in- 
stitutions or  individuals  who  receive  De- 
partment funds  follow  civil  rights  laws  in 
their  use  of  those  funds.  For  at  least  the 
past  25  years,  a  major  issue  has  been  the 
rights  of  citizens  and  recent  immigrants 
with  Limited  English  Proficiency  (LEP) 
to  receive  the  same  type  and  quality  of 
ser/ices  available  to  the  population  at 
large.  Title  VI  of  the  U.S.  Civil  Rights 
Act  of  1964  states: 

"No  person  in  the  United  States  shall,  on 
ground  of  race,  color,  or  national  origin, 
be  excluded  from  participation  in,  be  de- 
nied the  benefits  of,  or  be  subjected  to  dis- 
crimination under  any  program  or 
activity  receiving  Federal  financial  assis- 
tance. " 


What  is  it  that  constitutes  effective  com- 
pliance with  these  laws  as  it  concerns 
services  to  LEP  population  groups'!'  Does 
language  constitute  a  barrier  to  services 
as  effective  as  a  policy  that  denies  access 
to  service  by,  for  e.xample,  a  specific  ra- 
cial group''  At  issue  are  the  respective  re- 
sponsibilities of  the  service  providers  and 
the  consumers  of  their  services  with  re- 
gard to  language.  This  basic  question  has 
prompted  calls  for  a  specific  regulation 
that  would  define  the  basic  responsibili- 
ties of  service  providers.  Largely,  these 
calls  for  regulation  argue  that  responsibil- 
ity for  language  appropriate  services  rests 
with  the  service  provider  and  not  with  the 
consumer  of  those  sei^'ices.  The  main  is- 
sue that  would  be  addressed  by  such  a 
regulation  is  of  relatively  recent  origin  in 
this  country. 

Although  non-English  speaking  immi- 
grants in  the  United  States  have  always 
faced  a  language  barrier,  it  is  only  in  the 
past  25  years,  beginning  with  the  waves 
of  immigrants  from  Southeast  Asia  fol- 
lowing the  Vietnam  War  that  we  have 
had  to  address  the  issue  of  large  numbers 
of  LEP  persons  who  needed  immediate 
access  to  the  nation's  health  and  social 
services.  The  paragraphs  below  discuss 
the  changing  environment  in  which 
providers  of  health  and  social  services 
find  themselves  in  contemporary  Amer- 
ica. That  environment  poses  special  prob- 
lems to  the  services  sector,  in  which 


2  42  U.S.C.  §  2000d. 

3  The  involvement  during  the  past  15  years  of  legal  and  advocacy  organizations,  such 
as  the  Mexican  American  Legal  Defense  Fund  (MALDEF),  the  National  Health 
Law  Center,  the  Congressional  Hispanic  Caucus,  Japanese  American  Citizen's 
Leaszue,  National  Council  of  La  Raza,  and  the  Asian  and  Pacific  Islander  Legal 
Center,  has  prompted  OCR  to  explore  regulatory  alternatives. 
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miscommunication  can  mean  the  differ- 
ence between  life  and  death. 

2.  The  Changing  Demographic 
Face  of  America 

The  United  States  has  since  its  earliest 
origins  been  a  diverse  nation,  with  numer- 
ous languages  being  spoken    in  all  forms 
of  commerce  and  social  interaction.  Eariy 
in  its  history,  French,  German  and  Span- 
ish formed  dominant  languages  in  addi- 
tion to  English.  There  have  been 
discussions  and  often  strong  sentiment  in 
favor  of  an  "English-Only"  policy 
throughout  our  history,  but  one  has  never 
been  adopted.  During  the  early  part  of 
this  century,  waves  of  immigrants  came 
to  America  and  coped  with  their  limited 
English  until  they  could  communicate,  or 
until  their  children  could  communicate 
for  them.  Through  1965,  immigrants 
from  Europe  and  North  .Ajnerica  domi- 
nated. Their  willingness  to  blend  into 
American  society  and  the  fact  that  Ameri- 
cans generally  identified  with  these  immi- 
grants meant  that  they  were  accepted  well 
by  the  local  population.  During  the 
1970s,  the  immigration  statistics  were  al- 
tered by  world  events.  Large  numbers  of 
immigrants  and  refugees  began  arriving 
from  Southeast  Asia.  During  the  1980s 
and  1990s,  refugees  and  immigrants  from 
Central  and  South  America  arrived  on  the 
American  scene,  followed  by  refugees 
from  the  former  Soviet  Republics  and  its 
Eastern  European  colonies.     Many  of 
these  newly  arrived  persons  came  with 
both  health  and  social  problems  and  with 


little  cultural  understanding  of  their 
newly  adopted  countrv'  Language  and 
culture  interacted  in  ways  that  created  bar- 
riers to  their  assimilation    Many  institu- 
tions were  created  to  work  with  the 
immigrants  and  refugees,  but  all  institu- 
tions felt  their  impact. 

Whereas  the  U.S.  had  traditionally  de- 
scribed itself  as  a  "melting  pot,"  the  arri- 
val of  large  numbers  of  non-English 
speaking  immigrants  during  the  1970s 
and  1980s  was  accompanied  by  an  in- 
creased demand  for  services.  Many  of  the 
new  groups  of  immigrants  appeared  to 
prefer  a  multi-cultural  society,  in  which 
many  groups  would  be  able  to  coexist 
without  losing  completely  their  original 
culture  and,  in  many  cases,  their  lan- 
guage. Where  once  a  relatively  few  lan- 
guages could  be  found  in  most  major 
cities,  now  dozens,  in  some  cases  ap- 
proaching 100  languages  and  dialects  are 
spoken.  The  problem  of  communication 
is  sutTiciently  large  that  central  solutions 
are  beginning  to  emerge,  covering  a 
whole  region.  However,  such  systematic 
approaches  are  not  yet  widespread  and  in 
many  areas  of  the  country,  providers  con- 
tinue to  believe  that  erTective  communica- 
tion is  the  responsibilit>'  of  the  person 
seeking  service. 

A  few  areas  of  the  countrv'  have  emerged 
as  bilingual — Miami  and  Los  Angeles  as 
prime  examples.  But  they  are  not  bilin- 
gual as  might  be  found  in  Switzeriand,  in 
which  all  of  the  region's  population 


August  1994  figures  fnjm  The  State  Department  indicate  that  over  1.5  million 
refugees  have  entered  the  U.S.  since  1980.  Approximately  60  percent  were  from 
South  East  Asia,  30  percent  from  the  former  Soviet  Union,  and  the  others  from  the 
Middle  East,  Africa,  and  Latin  America.  Immigration  numbers  for  1980-1991 
indicate  that  the  U.S.  received  almost  10  million  immigrants  dunng  that  time  period. 
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speak  two  languages.  Instead,  the  popula- 
tion consists  of  people  who  speak  Eng- 
lish and  people  who  speak  Spanish.  In 
such  cities,  we  may  be  witnessing  the 
growth  of  segregated  systems  of  health 
and  social  services,  in  which  market 
forces  are  beginning  to  drive  the  develop- 
ment of  bilingual  provider  systems 
aimed,  in  the  case  of  Los  Angeles,  at  His- 
panic communities.  In  this  approach  , 
providers  recruit  professionals  who  are  bi- 
lingual, thereby  finessing  the  entire  issue 
of  interpreters.  Even  in  areas  such  as  Los 
Angeles,  in  which  Spanish  is  a  major  lan- 
guage group,  dozens  of  other  languages 
exist  whose  members  will  not  be  sen/ed 
by  such  bilingual  systems.  The  basic 
problem  remains  and  continues  to  grow 
with  immigrants  arriving  from  aJl  parts  of 
the  globe  associated  with  the  continuing 
balkanization  of  former  nations  and  em- 
pires. 

3.  LEP  in  the  Context  of  Health 
&  Social  Services 

The  dramatic  shift  in  demographics  cou- 
pled with  the  emergence  of  a  multilingual 
society  have  significant  implications  for 
the  provision  of  health  and  social  services 
throughout  the  United  States.  Nearly  all 
service  delivery  systems  are  likely  to  be 
affected,  although  some  more  profoundly 


than  others.  In  a  1983  anicle,  Muecke  as- 
serts "...  Some  90 percent  o/[recent 
refugees  from  Southeast  .Asia]  are  under 
45  years  of  age.   Consequently,  their  first 
contacts  'with  our  health  care  system  are 
usually  through  obstetrics,  pediatrics, 
and  emergency  rooms. '^^    A  1985  study 
of  Mexican  immigrant  utilization  of  U.S. 
health  services  in  San  Diego  found  that, 
"...  In  general  Mexican  immigrants  ap- 
pear to  have  rates  of  health  service  utili- 
zation below  those  of  the  general  U.S. 
population.  .  .  .  Compared  to  the  general 
U.S.  population,  Mexican  immigrants, 
particularly  the  undoa/mented,  utilize 
hospitals  and  clinics  as  a  source  of  care 
to  a  much  greater  degree,  relying  less 
upon  private  doctors."^    A  recent  study 
of  83  public  and  private  teaching  hospi- 
tals, conducted  by  the  National  Public 
Health  and  Hospital  Institute,  reported 
that,  ''Overall,  more  than  II  percent  of 
patients .  .  .  required  interpreter  services. 
One-third  of  the  responding  institutions 
reported  that  on  average,  27%  of  their 
patients  required  interpreter  services." 
A  recent  national  survey  of  minority 
health  care  conducted  by  Louis  Harris 
and  Associates  found  that  language  barri- 
ers in  health  care  present  problems  for  21 
percent  of  Americans.  Within  this  LEP 
population,  26  percent  of  Hispanic  adults 


5  M.  A.  Muecke,  Caring  for  Southeast  Asian  Refugee  Patients  in  the  USA.  American 
Tnnmal  of  Public  Health.  April  1993,  Vol.  73,  No.4.  p.431. 

6  L.R.  Chavez,  W.A.  Cornelius,  O.W.  Jones,  Mexican  Immigrants  and  the  Utilization 
of  U.S.  Health  Services:  The  Case  of  San  Diego.   Social  Science  Medicine.  Vol. 
21, No.  1.  p.lOl. 

7  D.  Andrulis,  C.  Ginsberg,  V.  Martin,  C.     McGregor,  Y.  Shaw-Taylor, 
Interpretation  and  Translation  Services  in  Health  Care:  A  Survey  of  US  Public  and 
Private  Teaching  Hospitals.  A  N  ational  Public  Health  and  Hospital  Institute 
Report,  March  1995.  p.viii. 
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and  22  percent  of  Asian  American  adults 
require  the  use  of  an  interpreter  in  health 
care  services. 


With  respect  to  the  provision  of  health 
and  social  services,  what  are  the  conse- 
quences associated  with  the  inability  to 
communicate  for  the  LEP  individual?  for 
the  provider?  for  societv'  as  a  whole? 
The  implications  for  the  LEP  individual 
are  perhaps  most  obvious.  But  the  conse- 
quences for  providers  and  society  are  con- 
siderable and  should  not  be  dismissed.  In 
a  recent  issue  of  the  Journal  of  the  Ameri- 
can Medical  Association,  Woloshin,  Bick- 
ett  and  others,  physicians  themselves, 
state,  "...  when  finding  an  interpreter  is 
difficult  or  means  long  delays,  physicians 
or  patients  may  attempt  to  communicate 
by  using  inadequate  language  skills." 
The  following  example  illustrates  the 
ramifications  of  failed  communication 
during  a  service  encounter  for  the  LEP  in- 
dividual, the  provider,  and  society.  A 
Russian  refugee,  distressed  at  having  a 
sore  throat  he  could  not  shake,  com- 
plained of  "urgina"  to  staff  at  social  serv- 
ices agency  in  New  York  City.  They 
referred  him  to  a  local  hospital  for  care 
and  were  quite  surprised  some  weeks 
later  when  he  received  a  bill  in  excess  of 
S5,000  for  hospital  services.  A  call  to  the 
hospital  revealed  that  a  well-meaning 
emergency  room  physician  had  misunder- 
stood the  refugee's  condition  as  "angina" 
and  had  ordered  a  series  of  tests  for  a 
bean  problem.  In  this  example,  failed 
communication  resulted  in  inappropriate 


treatment  for  the  LEP  patient  and  in- 
curred excessive,  unnecessary  costs  to  the 
refugee  or  his  insurer.    Even  when  the 
LEP  client  is  able  to  access  the  service 
system,  the  language  barrier  can  result 
easily  in  a  misdiagnosis,  or  the  provision 
of  inappropriate  or  inadequate  services. 
The  inabiliry  to  communicate  in  English 
may  also  result  in  the  denial  of  needed 
services  for  which  the  LEP  individual  is 
eligible  and  entitled.  The  case  of  the  Rus- 
sian refugee  also  illustrates  the  problems 
faced  by  providers.  In  the  example,  the 
doctor  could  not  accurately  take  a  medi- 
cal history  and  was  thus  unable  to  fulfill 
his  professional  responsibilities.    The  in- 
ability to  communicate  with  LEP  clients 
poses  ethical,  professional,  and  legal  di- 
lemmas for  the  provider.  For  the  Russian 
patient,  failed  communication  led  to  a  bat- 
tery of  expensive  medical  tests  that  were 
completely  unnecessary.  These  costs  are 
eventually  passed  on  to  society  in  the 
form  of  rising  health  care  costs.  Addi- 
tionally, society  has  a  vested  interest  in 
ensuring  that  all  individuals  who  are  in- 
fected with  a  communicable  disease  are 
diagnosed  and  receive  proper  treatment. 

4.  Factors  that  Affect  Language 
Access  in  Different  Service 
Areas 

As  mentioned  earlier,  the  huge  numbers 
of  immigrants  and  refugees  entering  the 
U.S.  have  had  a  major  impaa  on  local 
service  systems.  There  are  many  factors 
involved  in  service  delivery  to  the  LEP 


"tr 


Louis  Harris  and  Associates,  Inc.  "News  Release,"  The  Commonwealth  Fund 
National  Comparative  Survey  of  Minority  Health  Care,  March  20,  1995. 

S.  Woloshin,  N.  Bickell,  L.  Schwartz,  F.  Gany,  and  G.  Welch,  Language  Barriers  in 
Medicine  in  the  United  States,  JAMA,  March  1,  1996.  Vol.  273,  No.9. 
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population  that  must  be  considered  in 
planning  and  providing  appropriate  serv- 
ices. The  stams  of  LEP  individu- 
als— whether  immigrant,  refugee, 
undocumented  alien,  or  foreign  visi- 
tor— must  be  considered  by  profession- 
als. Although  stereotyping  should  be 
avoided,  there  are  certain  issues  associ- 
ated with  each  status  that  would  affect 
language  access.  Some  LEP  individuals 
are  highly  educated  and  are  aware  of  in- 
terpreter and  translator  services,  while 
other  LEP  patients  may  be  illiterate  in 
their  native  language  and  lack  an  aware- 
ness of  the  service  systems  available  to 
them.  Cultural  factors  can  be  equally  im- 
portant in  examining  behaviors  that  will 
affea  health  access.  Many  cultures  pro- 
mote use  of  alternative  medicine  and 
have  difficulty  accepting  treatment  or  ad- 
vice from  physicians  trained  in  Western 
medicine.  Some  cultures  provide  limited 
medical  services  to  their  populations, 
while  others  offer  a  broad  range  of  serv- 
ices. The  culture  from  which  the  LEP  in- 
dividual originates  will  often  determine 
how  aggressive  LEP  persons  are  in  seek- 
ing appropriate  treatment.  Educational 
and  cultural  differences  lead  some  LEP 
clients  to  demand  language  services  and 
others  to  accept  the  status  quo  with  com- 
placency and  obedience. 

The  degree  to  which  any  particular  ethnic 
or  racial  group  is  able  to  assimilate  into 
the  larger  society  is  also  a  determining 
factor  in  providing  language  services. 
First  generation  refugees  and  immigrants 
pose  the  greater  burden  on  society  in 
terms  of  language  assistance  services, 
while  second  generation  citizens  usually 
become  proficient  in  the  English  lan- 
guage. In  many  cases,  second  and  third 
generation  family  members  speak  only 
English,  or  have  a  very  limited  knowl- 
edge of  their  native  language. 


The  level  of  English  acquired  by  refugees 
and  immigrants  can  greatly  affect  socio- 
economic status,  which,  in  turn,  affects 
their  insurability.  There  are  few  opportu- 
nities in  the  job  market  for  individuals 
who  have  difficulty  speaking  English, 
and  often  those  jobs  lack  insurance  and 
other  benefits. 

The  sense  of  community  among  different 
LEP  groups  can  also  affect  the  overall  ac- 
cess. Often,  when  large  nu  mbers  of  LEP 
individuals  exist  in  a  community,  there 
are  enough  community  members  avail- 
able to  serve  as  interpreters.  There,  the 
issue  is  not  whether  interpreter  services 
are  available  in  the  community,  but  the 
quality  of  interpretation  provided  by 
members  of  the  community.  Without 
screening,  training,  and  monitoring  of 
community  interpreters,  serious  concerns 
exist  about  the  effectiveness  of  the  com- 
munication provided  to  LEP  clients. 

The  numbers  of  LEP  individuals  living 
within  an  area  can  also  affect  service  de- 
livery, as  the  study  team  discovered  in 
Los  Angeles.  Yet,  even  more  significant 
than  sheer  numbers,  is  the  effect  that  state 
and  local  politics  and  local  philosophies 
can  have  on  the  service  delivery  system. 
Whether  a  commitment  is  given  to  ade- 
quate language  services  ultimately  de- 
pends on  the  decisions  made  by  those 
governing  and  providing  services  in  state 
and  local  communities. 

5.  Summary  of  OCR  study 

The  Office  for  Civil  Rights  has  been  in- 
volved in  the  LEP  controversy  for  over 
15  years.  The  central  office  in  Washing- 
ton has  been  pressed  to  issue  strong  regu- 
lations that  would  define  the 
responsibilities  of  providers  in  providing 


language  appropriate  services.  Regional 
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OCR  offices  have  had  to  work  with  both 
public  and  private  provider  communities 
and  v,ith  the  many  activist  organizations 
that  have  sprung  up  locally  to  press  for 
more  effective  and  equal  treatment  of  per- 
sons with  limited  proficiency  in  the  Eng- 
lish language. 

A.  The  Role  of  OCR  in  LEP 

The  Office  for  Civil  Rights  is  a  central  ac- 
tor in  any  issue  that  involves  basic  rights 
of  Americans.  The  Office  is  charged  with 
the  responsibility  and  the  authority  to  ex- 
amine compliance  with  civil  rights  laws 
and  regulations,  although  the  Department 
of  Justice  is  the  lead  agency  involved  in 
enforcing  Title  VI.  OCR  has  been  consid- 
ering the  need  to  regulate  this  area  for 
some  time.  In  1979,  a  set  of  proposed 
regulations  were  promulgated  for  public 
comment  by  OCR  within  the  then  Depan- 
ment  of  Health,  Education  and  Welfare 
(DHEW).'°  OCR's  role,  though,  goes  be- 
yond the  issuance  of  regulations.  Its  re- 
gional offices  receive  complaints  and 
work  with  providers  and  with  state  and  lo- 
cal government  agencies  to  reduce  barri- 
ers where  they  appear  to  exist.  Often, 
negotiated  senlements  of  disputes  or 
agreements  can  resolve  complaints  well 
before  the  disputes  move  into  the  courts. 
In  some  cases,  OCR  regional  offices  have 
induced  an  entire  geographic  region  to 
shin  to  a  new  approach,  based  on  their 
work  with  providers  and  public  agencies. 


Th:s  negotiated  approach  has  many  ad- 
vantages, but  also  at  least  one  disadvan- 
tage. It  clearly  reduces  cost  and  produces 
results  beneficial  to  individual  claimants. 
The  State  of  Washington  is  an  instructive 
illustration  of  how  much  progress  can  be 
made,  in  pan  due  to  the  erTons  of  the 
OCR  regional  office.  In  Washington, 
however,  the  substantial  progress  made  in 
providing  language-appropriate  services 
must  be  attributed  at  least  as  much  to 
state  officials  who  agreed  with  the  basic 
premise  and  with  providers  who  took 
steps  to  develop  appropriate  systems  that 
produced  the  intended  results,  rather  than 
sunace  steps  that  might  have  satisfied 
minimum  legal  requirements  without  pro- 
ducing any  real  change. 

On  the  other  hand,  a  negotiated  approach 
eliminates  the  possibility  of  producing 
landmark  precedents  that  can  be  used  in 
regions  lacking  the  enthusiasm  of  areas 
like  Washington.  Cases  like  Lju  v. 
Nichols     have  been  useful  traditionally 
in  establishing  legal  rights  in  a  way  that 
minimize  the  need  for  subsequent  individ- 
ual law  suits.  Unfortunately,  i\\tLau  deci- 
sion applies  only  to  educational  services 
and  no  clear  court  test  is  available  in 
health  care,  although  there  is  consider- 
able suppon  in  both  education  and  social 
services,  according  to  a  recent  study  com- 
pleted by  the  National  Health  Law  Pro- 
gram.'" 
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Office  for  Civil  Rights,  Office  of  the  Secretan.',  Health  Education,  and  Welfare. 
Draft  Proposed  Rules  for  Pan  80 — ^Nondiscrimination  Under  Programs  Receiving 
Federal  Assistance  Through  the  Department  of  Health,  Education,  and  Welfare: 
Effectuation  of  Title  VI  of  the  Civil  Rights  Aa  of  1964,  June  4,  1979. 

11  414  U.S.  563(1974). 
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The  central  issue  facing  OCR  is  what  can 
be  done  when  neither  providers  nor  state 
or  local  governments  are  willing  to  move 
aggressively  to  provide  language  services 
forLEP  persons''  One  option  clearly,  is 
to  develop  and  issue  a  regulation  that  de- 
fines in  unambiguous  terms  the  responsi- 
bilities of  providers  that  receive  Federal 
funding.  Other  options  include  the  devel- 
opment and  promulgation  of  policy  guid- 
ance to  regional  offices  (both  OCR  and 
other  Federal  administrative  offices  such 
as  the  Health  Care  Financing  Administrat 
ion).  Before  deciding  whether  to  move 
more  aggressively  in  one  direction  or  an- 
other, the  Office  for  Civil  Rights  decided 
to  collea  information  about  what  was 
happening  in  different  parts  of  the  coun- 
try. OCR  requested  Macro  International, 
Inc.  to  study  this  issue  and  to  report  back 
on  its  findings. 

B.  What  questions  does  the  Macro 
study  attempt  to  answer? 

Macro  International,  Inc.  was  commis- 
sioned to  condua  an  exploratory  study 
examining  two  basic  issues: 

•  What  models  were  being  used  by 
providers  of  health  and  social  serv- 
ices to  deliver  language  appropri- 
ate services  to  LEP  persons? 

•  What  were  the  relative  costs  and 
benefits  of  using  these  alternative 
service  delivery  modes? 


Macro  was  asked  to  study  these  questions 
by  visiting  several  major  metropolitan  ar- 
eas and  by  collecting  data  from  health 
and  social  service  providers.  ^  The  study 
design  is  discussed  below  Lists  of  the  in- 
dividuals and  instimtions  consulted  dur- 
ing the  study  can  be  found  in  the 
Appendix  G. 

C.  Macro  Study  Design 

The  basic  issue  to  be  examined  through 
the  study  was  the  extent  to  which  persons 
with  limited  grasp  of  the  English  lan- 
guage gain  or  fail  to  gain  access  to  health 
and  social  services  as  a  consequence  of 
the  availability  of  cost-effective  language 
services.  The  intent  of  the  study  was  to 
determine  the  extent  to  which  service 
providers  adapted  their  outreach  and  serv- 
ice protocols  to  meet  the  needs  of  clients 
who  seek  access  to  the  services.  It  was 
assumed  that  alternative  approaches  had 
been  adopted  by  various  service  provid- 
ers and  that,  through  the  study,  it  would 
be  possible  to  define  and  compare  the 
relative  costs  and  benefits  of  these  alterna- 
tive approaches  in  different  types  of  serv- 
ices and  involving  different  language 
groups. 

The  fundamental  design  of  the  study  in- 
cluded a  literature  review,  interviews 
with  a  sample  of  service  providers  (in- 
cluding providers  of  language  services), 
advocacy  groups,  and  policy  individuals 
and  organizations.  Several  sources  of  lit- 
erature were  examined  during  the  study: 


Appropriate  Health  Care.  National  Health  Law  Program,  p.  26,  1995.  In  Press. 

13     The  study  design  proposed  by  the  Government  suggested  two  cities;  Macro 
eventually  seleaed  and  visited  three  cities. 
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•  On-Line  information  services — 
DIALOG,  MEDL.ARS,  ERIC, 
ASPE's  PIC,  and  other  on-line 
sources  were  searched  for  poten- 
tially productive  literature. 

•  Interviews  with  key  officials  and 
stakeholders  were  used  to  obtain 
additional  literature  sources. 


Boston  and  surrounding  area  — 
the  Boston  and  the  Worcester  area 
of  Massachusens  were  suggested 
also  as  a  region  in  which  substan- 
tial information  could  be  obtained 
on  alternative  approaches  to  pro- 
viding language  services  intended 
to  improve  access  to  health  and  so- 
cial services. 


•  Advocacy  groups  and  policy  analy- 
sis organizations  that  are  included 
in  the  study  were  asked  for  refer- 
ence works. 

A  current  list  of  studies/anicles  that  have 
been  obtained  and  are  included  in  the  re- 
view is  attached.  The  final  bibliography 
is  attached  as  Appendix  D. 

An  initial  round  of  interviews  was  con- 
ducted in  Washington,  DC  to  obtain  a  be- 
ginning base  of  information,  from  which 
the  study  team  completed  the  project  de- 
sign, including  the  selection  of  language 
groups  and  cities  to  be  included.  The  fi- 
nal list  of  people  interviewed  during  the 
study  is  attached. 

The  study  design  also  included  provision 
for  collecting  data  in  three  geographic  ar- 
eas, not  including  Washington,  D.C.; 

•  Seattle,  Washington  —  On  the  ba- 
sis of  limited  interviews  with  pol- 
icy individuals  in  Washington, 
Seattle  was  recommended  as  a  city 
that  might  be  viewed  as  a  model 
for  dealing  effectively  with  the 
problems  encountered  when  per- 
sons with  limited  English  profi- 
ciency attempt  to  gain  access  to 
the  health  and  sociaJ  service  sys- 
tem. 


Los  .Angeles,  California  —  Los 
Angeles  was  selected  on  the  basis 
of  its  wide  range  of  language 
groups  and  the  very  substantial 
number  of  service  providers. 


At  the  outset  of  the  study,  it  was  unclear 
whether  specific  languages  posed  unique 
problems  not  experienced  by  other  lan- 
guage groups.  The  study  design  assumed 
that  potentially  substantial  differences 
might  exist  in  terms  of  access  to  care  de- 
pending on  the  relative  size  of  the  popula- 
tion group  within  a  geographic  region. 
That  is  language  groups  with  large  num- 
bers of  members  in  an  area  (Spanish  in 
Los  Angeles,  for  example)  might  pose  dif- 
ferent problems  and  might  even  give  rise 
to  different  solutions  than  low  population- 
density  language  groups.  Initially,  the 
study  was  aimed  at  two  Asian  lan- 
guages— Chinese  and  Vietnamese — two 
European  languages  — Russian  and  Pol- 
ish were  early  candidates — and  Spanish. 
As  the  study  progressed,  specirlc  lan- 
guages merged,  with  no  single  language 
assuming  greater  imponance,  except  for 
Spanish  in  Los  Angeles.  In  that  case, 
providers  exhibited  a  fundamentally  dif- 
ferent approach — bilingual  staff  provid- 
es in  contrast  to  the  interpreter  model 
observed  in  the  other  cities.  The  concen- 
tration of  Spanish  in  Los  Angeles  had  cre- 
ated a  sufficiently  large  market  that 
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health  providers  were  competing  on  the 
basis  of  their  language  competence. 

The  site  visits  provided  first-hand  in- 
sights into  the  problems  and  the  methods 
being  used  by  various  types  o  f  providers. 
During  the  site  visits,  different  types  of 
services,  both  health  and  social  were  in- 


cluded, but  the  great  concentration  of  dis- 
cussions centered  about  health  services. 
The  problems  seemed  larger  and  the  solu- 
tions more  comprehensive  in  the  health 
sector. 
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1.  Summary 

The  study  findings  are  organized  into 
nine  sections.  Section  2  discusses  the  ex- 
tent to  which  there  is  a  legislative  frame- 
work that  governs  the  need  to  provide 
language-appropriate  ser\-ices  to  LEP  per- 
sons. This  section  draws  heavily  on  a 
study  completed  by  Yolanda  Vera  and 
Jane  Perkins  of  the  National  Law  Health 
Program  and  the  study  team  is  indebted 
to  them  for  permitting  use  of  their  draft 
study  report.  Section  3  examines  the  cata- 
lytic agents  that  appear  to  affect  the  devel- 
opment and  use  of  language  services. 
The  repon  then  goes  on  to  define  the  al- 
ternative models  the  study  team  found  as 
a  result  of  examining  the  literature  and 
conducting  site  visits  to  three  major  met- 
ropolitan areas.  The  models  are  reviewed 
and  their  costs  and  relative  benefits  are 
discussed.  Other  sections  then  discuss 
ways  to  integrate  language  into  a  service 
provider's  daily  operations  so  as  to  pro- 
vide the  most  effective  basic  services  pos- 
sible. The  systems  aspect  can  disable 
effective  language  services,  even  when  in- 
stitutions have  reasonable  language  re- 
sources. Language  systems  are  generally 
linked  to  a  decision  by  top  management 
to  assume  primary  responsibility  for  ef- 
fecting language-appropriate  services. 
Other  organizations  may  provide  serv- 
ices, but  consider  those  services  as  an 
"extra"  or  special  service,  believing  that 
basic  language  services  are  the  responsi- 
bility of  their  consumers.  In  multi-lingual 
environments,  a  system  is  needed  to  as- 
sure that  language  services  are  connected 
effectively  and  efficiently  to  the  clients 
who  need  such  services.  Only  in  strictly 
bilingual  environments,  in  which  only 
two  languages  are  required  (often  English 
and  Spanish)  and  in  which  the  provider 
staff  are  all  or  mostly  all  fluent  in  both 
languages,  can  the  provider  deliver  the  ba- 


sic services  (e.g.,  health  care)  without  re- 
course to  a  manaaed  laneuaae  svstem. 


2.  Legislative  Framework 
Governing  Services  to  LEP 
Populations 

A.  Federal  Legislative  Initiatives 

Although  OCR  has  been  invested  in  this 
issue  over  a  15-year  time  period,  other 
Federal  and  state  agencies  have  supported 
service  delivery  to  the  LEP  population 
through  regulatory  or  programmatic  initia- 
tives. The  study  team  was  able  to  iden- 
tify several  programs  visited  that  were 
recipients  of  Federal,  state  or  local  fund- 
ing; or  were  initiated  in  response  to  state 
regulations.  This  section  describes  how 
various  Federal  and  state  agencies  have 
participated  in  shaping  the  service  deliv- 
ery system.  A  more  detailed  discussion 
on  Federal  programs  is  provided  in  Ap- 
pendix H. 

The  Federal  Department  of  Health  and 
Human  Services  is  organized  into  several 
different  components,  each  focusing  on 
specialty  areas  of  service,  research  and 
policy.  Although  Title  VI  would  appear 
to  affect  all  services  provided  within  and 
for  DHHS,  health  and  social  ser\'ices  his- 
torically have  been  managed  separately. 
As  a  result,  policies  concerning  services 
for  LEP  populations  have  not  been  devel- 
oped for  the  entire  Department,  but  rather 
for  separate  agencies.  Separation  of 
health  and  social  services  is  not  unique  to 
the  Federal  government,  however,  for 
most  states  have  been  structured  in  a  simi- 
lar fashion.  Many  DHHS  effons  have 
promoted  services  to  support  increased 
health  access  to  minority  populations,  but 
it  is  only  recently,  within  the  past  few 
years,  that  efforts  to  remove  or  address 
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culturaJ  and  linguistic  barriers  have  been 
initiated. 


This  section  examines  legislation  within 
DHHS,  beginning  with  agencies  located 
in  the  Public  Health  Service  (PHS).  Re- 
moval of  language  and  cultural  barriers 
from  health  care  has  been  a  stated  goal 
within  PHS  and,  although  all  of  its  agen- 
cies share  responsibility  for  diis  goal,  tiie 
Office  of  Minority  Health  has  been  desig- 
nated as  the  leader  within  PHS  in  spear- 
heading a  movement  towards  changing 
an  existing  system. 

1 .  Minority  Health  improvement  Act 
of  1 990 

Section  1707  of  the  Public  Health  Service 
Act  (otherwise  known  as  the  "Minority 
Health  Improvement  Act  of  1990")  ex- 
pands the  scope  of  the  Office  of  Minority 
Health's  efforts  to  target  the  LEP  popula- 
tion by  the  following  activities:  (1)  estab- 
lishment of  an  advisory  committee  that 
would  provide  advice,  assistance,  and 
oversight;  (2)  interagency  agreements 
with  other  agencies  to  support  woric  in  re- 
search, demonstrations,  and  evaluations 
to  test  innovative  models  of  delivering 
sen/ices,  (3)  contracts  with  health  care 
providers  to  develop  or  increase  provid- 
ers' capacity  to  provide  bilingual  or  inter- 
preter services,  (4)  establishment  of  the 
Center  for  Linguistic  and  Cultural  Com- 
petence in  Health  Care,  and  (5)  estab- 
lishment of  individual  offices  of  minority 
health  within  agencies  of  the  Public 
Health  Service. 


2.  The  Hill  Burton  Act  (Hospital 
Survey  and  Construction  Act  of  1946) 

The  Hill  Burton  Act  spurred  development 
and  construction  of  many  public  and  non- 
profit community  hospitals,  health  cen- 
ters, and  nursing  homes.  A  "community 
service"  stipulation  was  attached  to  all 
grant  funds,  which  required  providers  to 
serve  all  persons  living  in  the  service  area 
without  discriminating.     Along  with  Ti- 
tle VI,  OCR  Regional  offices  have  been 
able  to  use  Hill  Burton  as  a  source  of 
guidance  in  seeicing  to  enforce  civil 
rights  complaints  against  facilities.  OCR 
has  consistently  interpreted  "community 
service"  to  require  that  Hill-Bunon  hospi- 
tals sen/e  LEP  patients. ' 

3.  The  Refugee  Act  of  1 980 

Since  1975,  the  Ofrice  of  Refugee  Reset- 
tiement  (ORR)  has  been  the  major  fund- 
ing agent  of  services  to  refugees  newly 
entering  the  country.  The  Refugee  Act  of 
1980  (section  413(a)  of  the  Immigration 
and  Naturalization  Act)  grants  compre- 
hensive authority  to  ORR  for  the  domes- 
tic resettlement  program.  ORR  is 
responsible  for  carrying  out  those  activi- 
ties that  provide  for  effective  resettiement 
of  refugees  and  for  assisting  refugees  to 
achieve  self-sufficiency.  Tneir  primary 
focus  is  to  integrate  refugees  into  the  serv- 
ice system,  prepare  them  for  job  readi- 
ness, and  promote  fijll-time  employment. 
As  such,  various  programs  that  are 
funded  by  ORR,  and  through  ORR,  that 
involve  the  provision  of  language  serv- 
ices to  new  refugees  are  designed  specifi- 
cally to  meet  this  goal. 


1       Vera,  p.  10-12 
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B.  State  Level  Legislative  Efforts 

As  will  be  discussed  in  the  next  section 
on  catalytic  agents,  state  and  local  laws 
or  policies  have  served  to  propel  the  issue 
of  language  services  for  the  LEP  into  a 
larger  arena  and  have  acted  as  a  catalyst 
to  promote  service  delivery.  According 
to  the  National  Public  Health  and  Hospi- 
tal Institute  Survey,  12  out  of  27  states  re- 
sponding had  statutes  or  regulations  that 
related  to  the  provision  of  interpreter  serv- 
ices.   All  three  of  the  states  visited  by  the 
study  team  had  regulations  around  inter- 
preter services. 

Table  1  on  the  following  page  summa- 
rizes information  on  state  legislation. 
Many  of  the  State  laws  around  language 
services  have  thresholds  included  guid- 
ance for  when  a  service  must  be  offered. 
Other  laws  are  written  in  language  too 
vague  to  be  enforced.  The  authors  of  the 
NPHHI  study  conclude  that  only  Califor- 
nia, Maryland,  New  York  and  Vermont 
have  laws  that  specifically  mandate  that 
hospitals  must  provide  interpreter  serv- 
ices. 


In  examining  state  law,  it  must  be  noted 
that  phrases  such  as  "as  soon  as  possi- 
ble," and  "if  available,"  provide  large 
loopholes  for  providers  who  prefer  not  to 
accept  the  responsibility  for  interpreter 


services.  In  such  cases,  compliance  en- 
forcement could  become  costly  and  diffi- 
cult. 

3.  Catalytic  Agents  That  Spur 
Language  Appropriate  Services 

What  causes  some  providers  to  adopt  a 
proactive  approach  to  serving  LEP  clients 
while  others  remain  unaware  of  the  prob- 
lem or  exhibit  a  reluctance  to  adapt  their 
service  systems  to  ensure  language  ac- 
cess?   In  the  absence  of  Title  VI  regula- 
tions related  to  LEP  clients,  how  do 
providers  perceive  and  act  upon  their  obli- 
gation to  serve  the  LEP  population? 

With  some  notable  exceptions,  few 
providers  appear  to  have  voluntarily  initi- 
ated language  services  or  adapted  their 
service  strategies  to  ensure  language  ac- 
cess. Small,  community-based  clinics  lo- 
cated in  neighborhoods  with  sizable  LEP 
populations  or  with  a  mandate  to  serve 
specific  ethnic  groups  seem  most  likely 
to  voluntarily  adopt  language  appropriate 
service  strategies.    Larger  facilities  typi- 
cally began  developing  and  implementing 
language  services  in  response  to  pressure 
from  the  regional  OCR  offices  and  legal 
services  organizations,  or  state  laws  and 
depanmental  regulations.  As  illustrated  in 
the  following  sections,  some  catalysts 
have  the  potential  to  bring  about  change 


2  Gnsberg,  C,  V.  Martin,  D.  Andrulis,  Y.  Shaw-Taylor,  and  C.  McGregor. 
Interpretation  and  translation  services  in  health  care:  A  survey  of  US  public  and 
private  teaching  hospitals,  p. 7-9 

3  Much  of  the  information  for  this  table  was  obtained  through  these  secondary 
sources:  Ginsberg,  et.  al.;  Woloshin,  et.  al.;  and  Y.  Vera  and  J.  Perkins.  The  study 
team  is  indebted  to  the  timely  release  of  these  studies  and  regulatory  reviews. 

4  Ibid,  p.  12. 
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Title  9  of  the  Anzona  Administrative  Code  establishes  that  written 
Arizona                   materials  for  the  Anzona  Health  Care  Cost  Containment  System  be 
translated  into  a  second  language  when  that  language  exceeds  5%  or 

200  members. 

California 

Enacted  in  1991,  Section  1259  of  the  California  HealtT^  and  Safety 

Code  (or  Senate  Bill  1840)  requires  acute  care  hospitals  to  (1)  adopt 

and  review  annually  existing  policies  around  providing  language 

assistance  sen/ices,  (2)  develop  and  post  notices  for  about  procedures 

for  obtaining  interpreter  sen/ices  and  filing  complaints,  (3)  prepare  and 

maintain  lists  of  interpreters  and  bilingual  employees  who  can 

translate  body  party,  symptoSis,  and  other  medical  information,  (4) 

review  all  standardized  written  material  for  decisions  around 

translation,  and  (5)  identify  and  record  primary  language  of  all  patients 

on  hospital  documents. 

Colorado 

Part  9  (Patient  Rights)  of  the  Colorado  Code  of  Regulations  6  CCR 

1011-1  states  that  patients  have  the  right  to  receive  informed  consent 

for  all  treatment  in  a  communication  understood  by  the  patient. 

Florida 

Florida's  Patient's  Bill  of  Rights  and  Responsibilities  strongly 

recommends  that  health  providers  provide  patients  who  do  not  speak 

English  with  an  interpreter  when  receiving  medical  services,  if  the 

providers  have  individuals  "readily"  available  who  can  interpret 

Hawaii 

Foreign  language  interpreter  services  are  required  for  mental  health 

patients  only.  Programs  operated  by  the  Department  of  Health  must 

have  bilingual  resources,  the  use  of  family  or  friends  as  first-choice 

interpreter  is  encouraged. 

IIGnois 

The  Illinois  Health  Facilities  Language  Assistance  Services  Act  (210 

ILCS  87/10)  recommends  that  arrangements  be  made  to  provide 

interpreters  or  bilingual  professional  staff  for  patients  experiencing 

language  and  communication  barriers  to  ensure  'adequate  and 

speedy  communication.'  Other  aspects  of  this  legislation  are  similar  to 

the  California  Code  1259. 

Maryland 

Maryland's  Code  of  Regulations  states  that  each  hospital  is  required  to 

have  staff  or  volunteer  interpreters  available  or  on  call  for  deal  and 

non-English  speaking  patients  and  families,  who  do  not  otherwise 

have  available  interpreters. 

Massachusetts 

The  Massachusetts's  Department  of  Public  Health,  through  its  Office 

of  Refugee  and  Immigrant  Health,  attaches  conditions  around 

interpreter  services  to  applications  for  facilities  seeking  expansions. 

All  hospitals  are  required  to  obtain  a  determination  of  need  certificate 

from  DPH  before  undertaking  major  expansions  or  purchases  of 

expensive  equipment.  DPH  assesses,  monitors,  and  provides  policy 

guidance  around  interpreter  sen/ices. 

Table  1     State  Legislative  Initiatives  Covering  Limited  English  Proficiency 
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New  Jersey 

New  Jersey's  Hearth  Care  Facilities  Planriing  Act  (Section  26;2H-12.8) 
states  that  hospitals  shall  "reasonably  respond  to  requests  for 
interpreters  if  10%  of  the  service  area  population  speaking  that 

language. 

New  York 

New  York  State's  Section  405.7,  Official  Compilation  of  Codes,  Rules 

and  Regulations,  refers  to  Patient's  Rights  pertaining  to  interpreter 

services  in  the  following  manner.  Hospitals  shall  (1)  manage  a 

resource  of  skilled  interpreters,"  and  (2)  provide  translations  of 

significant  hospital  forms,  instructions  and  information.  These  services 

shall  be  regularly  available  for  non-English  speaking  groups  of  more 

than  1%  of  the  total  hospital  sen/ice  area  population,  as  calculated  by 

the  U.S.  census  data.  This  regulation  also  states  that  skilled 

interpreters  are  required  to  be  available  within  20  minutes  for 

outpatient  requests  and  within  10  minutes  for  emergency  department 

requests. 

Ohio 

Ohio's  Administrative  Code  5122-1428  within  the  Department  of 

Mental  Health,  states  that  psychiatric  hospitals  shall  ensure  that 

patients,  families,  and  significant  others  who  are  non-English  speaking 

shall  have  access  to  interpreters  at  no  charge.  In  addition,  all 

diagnostic  testing  services  for  such  patients  should  be  provided  by 

qualified  and  experienced  interpreter. 

Pennsylvania 

Pennsylvania's  Hospital  Association  Licensure  Regulations  for 

General  and  Special  Hospitals,  Title  28  Pa.  Code  Part  IV  Subpart  A 

pertains  to  Patient's  Rights,  and  states  that  where  possible,  patients 

who  do  not  speak  English  should  have  access  to  an  interpreter.  In 

addition,  Title  55  Pa.  Code  states  that  voluntary  informed  consent  for 

sterilization  procedures  should  only  be  accepted  if  the  individual  was 

offered  an  interpreter. 

Vermont 

Vermont's  Patient's  Bill  of  Rights  states  that  any  patient  who  does  not 

understand  the  "predominant  language  of  the  community'  has  a  right 

to  an  interpreter  if  a  language  barrier  exists  and  continues  to  t>e  a 

problem  for  the  patient's  understanding  of  the  care  and  treatment 

provided. 

Washington 

In  1993,  the  Governor  passed  an  Executive  Order  creating  a 

Department  of  Interpreter  Services  within  the  Department  of  Social 

and  Health  Services  (DSHS).  Administrative  Policy  7.07  states  that  all 

persons,  regardless  of  their  ability  to  communicate  in  English,  have 
equal  access  to  services  and  programs  administered  by  DSHS.  Such 
access  is  to  be  provided  by  bilingual  staff  or  by  qualified  interpreters. 

DSHS  requires  all  hospitals  to  provide  interpreters  who  pass  a 

certification  test  and  sign  a  confidentiality  agreement.  State  Medicaid 

will  reimburse  providers  for  outpatient  use  of  qualified  interpreters. 

Table  1     State  Legislative  Initiatives  Covering  Limited  English  Proficiency 
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across  an  entire  service  system  while  oth- 
ers may  only  impaa  the  internal  policies 
of  an  individual  provider.  The  relative  ef- 
fectiveness or  ineffectiveness  of  these 
"catalysts"  to  bring  about  change,  are 
best  viewed  in  the  context  of  the  political 
and  social  climate  of  the  community  in 
which  the  provider  is  located.  A  host  of 
factors  can  mitigate  or  intensify  the  im- 
pact of  various  catalysts  on  the  service 
system.  For  example,  existing  racial  and 
ethnic  tensions,  the  introduction  of  policy 
initiatives  that  are  unrelated  to  language 
access,  but  affect  LEP  populations,  or  the 
presence  of  a  charismatic  personality  in  a 
position  of  authority  can  have  a  poten- 
tially significant  effect  on  promoting  or 
obstructing  the  initiation  of  language  serv- 
ices. 

A.  OCR  and  Legal  Services 
Organizations. 

In  Seattle  and  Boston,  OCR  and  legal 
services  have  had  a  notable  impact  on  the 
development  of  language  services  in  the 
health  and  social  service  arena.  In  both 
of  these  cities,  legal  services  organiza- 
tions worked  in  partnership  with  OCR  to 
exert  pressure  on  providers  to  initiate  in- 
terpreter programs.  Seattle  and  the  sur- 
rounding area  have  been  engaged  in 
development  of  language  services  as  an 
adjunct  to  care  since  approximately  1980. 
Much  of  the  progress  can  be  attributed  to 
pressure  from  the  region's  Offices  of 
Civil  Rights,  accompanied  by  the  added 
pressure  of  a  local  legal  services  organiza- 
tion, heralded  by  some  as  the  "con- 
science" of  the  system  .  In  response  to 
such  pr^    jres,  the  region  organized  a 
relative,    -omplete  language  service  net- 
work that  allows  health  and  social  serv- 
ices to  obtain  interpreters  for  a  very  wide 
set  of  languages  and  dialects — at  least  50 
_and  perhaps  many  more.  In  theBost 


ton/Worcester  area,  OCR  and  legal  serv- 
ices have  been  the  driving  force  behind 
the  introduction  of  language  services  in 
the  social  services  arena    OCR's  impact 
on  hospital  policies  and  the  health  care 
system  is  less  evident.  The  OCR  Re- 
gional Office  successfully  negotiated  a 
voluntary  agreement  with  the  Massachu- 
setts Depanment  of  Public  Welfare 
(DPW)  requiring  them  to  develop  de- 
tailed plans  for  serving  LEP  clients.  The 
negotiation  came  about  due  to  legal  serv- 
ices' threat  to  pursue  a  class  action  suit 
agai  nst  DPW .    Potenti  al  1  y ,  thi  s  agree- 
ment  will  result  in  state-wide  changes  in 
the  DPW  system  that  will  make  DPW 
services  more  accessible  to  LEP  clients. 
OCR  also  negotiated  a  voluntary  agree- 
ment with  a  hospital  in  Maine.  This 
agreement  will  improve  language  serv- 
ices within  the  Maine  hospital  but  will 
have  little  impact  on  the  health  service       ^ 
system  more  broadly. 

In  contrast  to  Seattle  and  the  greater  Bos- 
ton area,  pressure  from  the  OCR  or  legal 
services  agencies  has  not  been  the  driving 
force  behind  the  development  of  lan- 
guage services  in  Los  Angeles  County. 
OCR  and  legal  services  have  had  more  of 
an  influence  in  Northern  California  serv- 
ice areas.  Mention  of  OCR  or  legal  serv- 
ices as  critical  players  in  the  debate 
surrounding  language  access  was  notice- 
ably absent  during  the  study  team's  dis- 
cussions with  Los  Angeles  County 
providers.  Legal  advocacy  on  behalf  of 
LEP  clients  in  Los  Angeles  County  has 
focused  on  individual  employment  dis- 
crimination cases  and  "English  only" 
rules  in  the  workplace.  Legal  advocates 
are  curi-ently  directing  their  attention  and 
resources  toward  the  repeal  of  Proposi- 
tion 187,  a  California  initiative  aimed  at 
prohibiting  individuals  who  are  residing 
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in  the  U.S.  illegally  from  obtaining  gov- 
ernment sen/ices 

B.  State  Laws  and  Departmental 
Regulations. 

The  study  team  identified  examples  of 
state  laws  or  departmental  policies  explic- 
itly directing  providers  to  implement  lan- 
guage services.  It  is  not  known  how 
many  states  have  adopted  this  approach. 
An  article  by  the  National  Health  Law 
Program  idendfies  California,  Florida, 
Hawaii,  Dlinois,  Louisiana,  Minnesota, 
New  Jersey,  Ohio,  and  Pennsylvania  as 
states  that  have  enacted  stamtes  address- 
ing linguistic  minorities  v<nthin  health 
care  settings.    In  addition  to  these  states, 
the  study  by  the  National  Public  Health 
and  Hospital  Institute  identifies  Arizona, 
Colorado,  Maryland,  New  York  and  Ver- 
mont as  states  that  have  laws  or  regula- 
tions around  language  services.   The 
laws  and  policies  identified  by  the  study 
team  during  the  Los  Angeles  site  visit 
had  the  effect  of  gaJvanizing  providers  to 
compile  lists  of  bilingual  employees  or 
design  an  interpreter  program  on  paper. 
It  was  not  clear  that  these  laws  and  poli- 
cies were  particularly  effective  in  forcing 
providers  to  develop  and  implement  inte- 
grated interpreter  programs  that  ensured 
language  access.    However,  they  did 
seem  to  represent  a  first  step  in  estab- 
lishing provider  responsibility  for  ensur- 
ing communication  with  an  LEP  client. 


In  the  State  of  Washington.  Governor 
Lowry  in  1993  issued  an  Executive  Order 
that  establishes  clear  expectations  for 
state  agencies  and  institutions  of  higher 
education.  The  Order  sets  expectations 
for  improving  employment,  customer 
services,  community  relations  and  con- 
tracting opportunities  for  ethnic  minori- 
ties, persons  with  disabilities,  women, 
and  gays  and  lesbians.  The  state  also  cre- 
ated a  positive  incentive  approach  by 
agreeing  to  pay  for  interpreter  services 
for  social  services  and  non-inpatient 
medical  services. 

The  Massachusetts  Department  of  Public 
Health  (DPH)  has  adapted  its  internal 
policies  regulating  hospiul  expansion  to 
effectively  force  hospitals  to  establish  a 
minimum  level  of  interpreter  services. 
All  hospitals  in  Massachusetts  are  re- 
quired to  obtain  a  determination  of  need 
certificate  from  DPH  before  undertaking 
major  expansions  or  purchase  of  expen- 
sive equipment.  Beginning  in  1987,  the 
Office  of  Refugee  and  Immigrant  Health, 
within  DPH,  attached  a  provision  to  the 
certification  process,  requiring  hospitals 
to  provide  interpreter  services  as  a  condi- 
tion of  approval.  As  a  result,  26  hospitals 
initiated  interpreter  programs.  While  this 
policy  has  succeeded  in  forcing  hospitals 
to  develop  interpreter  programs  on  paper, 
there  is  widespread  concern  that  their  true 
ability  to  serve  LEP  patients  remains 
grossly  inadequate. 


5  Vera. 

6  Andmlis  p.9-10. 

7  Their  assumption  is  that  inpatient  interpreter  sen/ices  are  reimbursed  by  third-party 
payers. 
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In  Los  Angeles,  a  state  law  related  to  the 
provision  of  language  serv'ices  has  had  a 
direct  impact  on  the  development  of  lan- 
guage services  in  area  hospitals.  Califor- 
nia state  law  (section  1259  of  the  Health 
and  Safety  Code),  enacted  in  1991,  re- 
quires acute  care  hospitals  to  establish  a 
policy  for  "providing  language  assis- 
tance services  to  patients  with  language 
or  communication  barriers  ".  The  intent 
of  the  statute  is  to  "ensure  that  patients 
with  limited  English  proficiency  and 
those  who  are  decrfare  not  denied  access 
to  basic  health  care  services.  "  The  law 
requires  acute  care  hospitals  to  take  spe- 
cific actions  to  ensure  that  their  services 
are  language  accessible  to  LEP  groups 
comprising  a  minimum  of  5  percent  of 
the  population  in  the  geographical  service 
area.  AJl  of  the  hospital  representatives 
interviewed  for  this  study  were  keenly 
aware  of  the  state's  legal  requirements  re- 
garding interpreter  services.  The  law  ap- 
pears to  have  been  effective  in 
galvanizing  hospitals  to  assess  t     heir  in- 
ternal language  resources,  but  has  had 
less  impact  in  forcing  hospital  administra- 
tors to  develop  systems  for  deploying 
those  resources.  Depending  on  how  indi- 
vidual providers  perceived  their  responsi- 
bility for  compliance,  actions  taken  to 
respond  to  this  law  vary  from  a  fully  inte- 
grated system  to  simply  a  list  of  bilingual 
employees  and  an  action  plan  for  imple- 
menting further  work  towards  compli- 
ance. Providers  and  advocates  also 
indicated  that  there  was  minimal  enforce- 
ment provided  around  Section  1259. 

C.  Market  Forces 

Another  factor  influencing  the  develop- 
ment of  language  services  in  Los  Ange- 
les, is  the  increased  competition  for 
patients  among  HMOs,  hospitals,  and 
other  health  care  providers  as  theyat- 


tempt  to  offset  rising  health  care  costs.  In 
Los  .A.nge!es,  fierce  competition  for  new 
patient  "markets"  has  resulted  in  HMOs 
and  other  health  care  providers  taking  a 
second  look  at  LEP  groups  who  histori- 
cally have  not  been  pan  of  their  target  cli- 
ent populations.  Marketing  efforts  have 
focused  on  the  dominant  LEP  language 
groups:  Spanish  in  Los  Angeles,  and  Chi- 
nese in  the  San  Francisco  Bay  area.  For 
these  language  groups,  increased  competi- 
tion may  result  in  better  access  and  lin- 
guistically appropriate  care.  However, 
there  is  reason  to  be  skeptical  concerning 
whether  bilingual/bicultural  marketing 
strategies  will  translate  into  more  broadly 
available  language-accessible  health  serv- 
ices. It  is  important  to  note  that  smaller, 
though  still  sizable,  language  groups  have 
not  yet  become  the  focus  of  marketing  ef- 
forts. 

D.  Medi-Cal  Managed  Care 
Initiative. 

California's  Medi-Cal  Managed  Care  In- 
itiative has  the  potential  to  have  a  signifi- 
cant impact  on  the  development  of 
language  services  although  its  effects  are 
only  beginning  to  surface.  The  State  of 
California  plans  to  shift  all  Medi-Cal  re- 
cipients into  a  managed  care  health  plan 
by  1996.  State-wide  there  are  approxi- 
mately 2.5  million  Medi-Cal  recipients, 
roughly  one  million  of  whom  reside  in 
Los  Angeles  county.  California's  Depart- 
ment of  Health  Services  (DHS)  plans  to 
contract  with  commercial  HMOs  to  serve 
30-40%of  the  Medi-Cal  population.  The 
remainder  will  be  served  through  a  new 
entity  called  the  Local  Initiative  Health 
Authority  which  is  currently  being  estab- 
lished in  each  county  and  that  will  func- 
tion like  a  non-profit  HMO  made  up  of  a 
network  of  "traditional  providers". 
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DHS  has  established  cultural  and  linguis- 
tic requirements  for  the  Medi-Cal  man- 
aged care  program.  The  requirements  are 
fairly  detailed  and  include  several  provi- 
sions of  special  interest  to  OCR  including: 

•  interpretation  of  the  provider's  re- 
sponsibility to  serve  LEP  patients 
under  Title  VI  of  the  Civil  Rights 
Act  of  1964; 

•  required  24-hour  access  to  inter- 
preter services  for  all  members; 

•  provision  of  linguistic  services  to 
LEP  population  groups  residing  in 
the  proposed  service  area  who 
meet  a  numeric  threshold,  and 

•  required  assessment  of  linguistic 
capability  of  interpreters  or  bilin- 
gual employed  and  contracted 
staff. 

DHS  released  the  first  request  for  applica- 
tions, which  included  these  provisions, 
and  was  directed  at  commercial  HMOs  in 
September  1994.  There  is  intense  inter- 
est among  HMOs  to  enter  the  Medi-Cal 
market,  particulariy  in  Los  Angeles 
county  where  nearly  40  percent  of  the 
state  Medi-Cal  population  resides.  The 
study  team  observed  that  many  HMOs 
are  already  attempting  to  incorporate 
some  level  of  Spanish  language  capabil- 
ity into  their  sen/ice  systems  as  part  of 
their  effort  to  market  to  Medi-Cal  recipi- 
ents. For  example,  one  HMO  described 
outreach  activities  aimed  at  the  Medi-Cal 
population  which  included  hosting  school 
health  fairs  in  predominately  Spanish- 


speaking  communities.  Bilingual/Span- 
ish staff  from  the  HMO  also  invite  resi- 
dents to  attend  an  open  house,  held  at  the 
community  clinic,  where  the  HN'IO  plan 
is  described  in  both  Spanish  and  English. 
Currently,  26  commercial  HMOs  are  ap- 
proved to  accept  Medi-Cal  clients. 

Tradidonal  providers  are  also  watching 
the  developments  closely  to  see  whether 
DHS  will  monitor  and  enforce  provisions 
related  to  linguistic  requirements.  It  was 
not  clear  at  the  time  of  the  study  team's 
visit  whether  the  Local  Initiative  Health 
Authority  will  be  held  to  the  same  linguis- 
tic and  cultural  requirements  as  the  com- 
mercial HMOs  although  it  seems  likely 
that  it  will  be. 

E.  Malpractice 

The  study  team  hypothesized  that  the  po- 
tential threat  of  a  malpractice  suit,  result- 
ing from  failed  communication,  might 
serve  as  a  catalyst  to  initiating  interpreter 
services  among  some  health  care  facili-    . 
ties.  An  attempt  was  made  to  ascertain 
whether  health  providers  perceived  the  in- 
ability to  communicate  with  LEP  patients 
or  the  potential  for  miscommunication 
with  LEP  patients  as  a  potential  malprac- 
tice risk.    The  study  team  uncovered  lit- 
tle evidence  to  suggest  that 
language-related  malpractice  cases  have 
been  successfijlly  filed  against  provid 
ers  .  Legal  advocates  maintain  that  those 
LEP  clients  most  likely  to  receive  inap- 
propriate or  inadequate  care  due  to  their 
inability  to  communicate  with  the  health 
provider  are  least  likely  to  pursue  legal 
action  as  a  means  of  recourse.    Even 


Telephone  interview  with  Mr.  Castalo  de  la  Rocha,  Local  Initiative  Health 
Authority  for  Los  Angeles  County,  January  5,  1995. 
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when  LEP  patients  do  come  forward,  the 
financial  responsibilit>'  associated  with 
obtaining  legal  sep/ices  is  a  huge  burden 
for  most  plaintiffs,  and  legal  advocates 
surmised  that  the  ideal  counsel  would  be 
a  large  firm  desiring  to  try  such  a  case 
pro  bono. 

F.  Assumption  of  Responsibility 

The  key  to  unlocking  the  door  to  effec- 
tive language-appropriate  services  ap- 
pears to  be  an  assumption  by  providers  of 
primary  responsibility  for  assuring  lan- 
guage access  to  their  services.  In  some 
communities,  providers  announce  that  it 
is  not  their  responsibility,  whereas  in  oth- 
ers, such  as  Seattle   and  Boston,  provid- 
ers largely  accept  the  responsibility. 

4.  Models  of  Language  Services 

Providers  have  adopted  a  variety  of  ap- 
proaches to  bridge  the  language  gap  and 
facilitate  communication  with  LEP  cli- 
ents. This  report  does  not  attempt  to 
evaluate  the  relative  effectiveness  of  one 
method  in  comparison  with  another.  In 
fact,  few  providers  relied  on  one  method 
to  meet  all  their  interpretation  and  com- 
munication needs.  Most  providers  use  a 
combination  of  methods  in  order  to  ex- 
pand their  coverage,  reduce  response 
time  and  adjust  the  standard  of  interpreta- 
tion to  best  meet  the  needs  of  the  situ- 
ation. It  was  observed  that  a  specific 
method  may  be  more  or  less  appropriate 
given  the  circumstances  of  a  particular 
service  setting.  To  some  extent,  the  meth- 
ods adopted  by  the  provider  are  related  to 


the  type  of  service  being  provided,  but 
mainly  the  methods  are  selected  out  of 
economic  considerations,  or  as  the  "de- 
fault" option,  because  no  other  options 
are  available. 

The  size  of  the  LEP  language  group  was 
also  a  determinant  of  the  method  adopted. 
On  a  systems  level  the  study  team  ob- 
served two  phenomena:  (1)  in  Los  Ange- 
les the  dominance  of  the  Spanish 
language  resulted  in  the  development  of  a 
bilingual  (Spanish/English)  service  sys- 
tem with  an  emphasis  on  the  bilingual 
provider  model;  (2)  in  Boston  and  Seattle 
where  several  major  language  groups  ex- 
ist, providers  adopted  a  more  comprehen- 
sive approach  to  serving  all  language 
groups  regardless  of  size.  On  the  pro- 
gram level,  dominant  languages  are  more 
likely  to  be  served  by  bilingual  staff  or 
staff  interpreters;  frequent  but  smaller  lan- 
guage groups  by  contract  interpreters, 
and  infrequently  encountered  languages 
by  the  AT&T  language  line. 

As  discussed  in  a  subsequent  chapter  of 
this  report,  the  actual  method  adopted  by 
the  provider  may  be  less  important  than 
whether  or  not  a  provider  has  a  system  in 
place  to  assure  that  the  LEP  individual 
will  be  linked  with  the  appropriate  lan- 
guage resource  at  all  key  contact  points  in 
the  service  encounter,  and  ensure  a  stand- 
ard level  of  quality  in  interpretation.  The 
various  methods  of  communication  ob- 
served by  the  study  team  are  described  be- 
low along  with  a  summary  of  their 
respective  strengths  and  limitations. 


Appendix  E  contains  a  discussion  of  the  strategy  used  in  Seattle  during  the  early 
1980s  to  get  health  care  providers — mainly  hospitals — to  assume  primary 
responsibility  for  language-appropriate  services.  The  paper,  by  Sherry  Riddick,  RN, 
MPH,  was  presented  at  a  language  conference  in  Los  Angeles  in  199L 
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•  Bilingual-Bicultural  Provider 

•  Bilingual  Provider 

•  Volunteer  Stafflnterpreters 

•  Paid  SufT Interpreters 

•  Volunteer  Community  Interpreters 

•  Contract  Interpreters 

•  AT&T  Language  Line 

•  Language  Bank 

•  Family  and  Friends 


A.  Bilingual-Bicultural  Service 
Providers 

In  this  model,  services  are  provided  di- 
rectly by  professionals  who  speak  the  pri- 
mary language  of  the  LEP  client.  Staff 
members  are  recruited  and  hired  to  reflect 
the  basic  ethnic  composition  of  the  LEP 
client  population.  This  model  was  most 
frequently  encountered  in  community- 
based  service  settings  in  which  a  limited 
number  of  language  groups  were  being 
served,  the  size  of  the  facility  was  rela- 
tively small,  or  the  guiding  mission  of  the 
facility  was  to  serve  a  defined  community 
or  ethnic  group.  Throughout  the  Los  An- 
geles area,  the  study  team  observed  a 
heavy  reliance  on  the  bilingual/bi cultural 
provider  model  as  opposed  to  interpreter 
services.  This  phenomenon  may  be  ex- 


plained, in  par.,  by  the  multi-ethnic  char- 
acter of  Los  Angeles.  In  1990,  37.8  per- 
cent of  Los  Angeles  residents  were 
Hispanic,  10.2  percent  Asian,  10.6  per- 
cent Black,  and  40.8  percent  White. 
Over  340,000  Spanish-speaking  persons 
were  reponed  as  "linguistically  isolated" 
in  the  area  during  the  1990  census. 
These  statistics  illustrate  that  while  Los 
Angeles'  ethnic  diversity  presents  a  chal- 
lenge to  providers  who  face  the  need  to 
develop  ser/ice  systems  that  can  respond 
to  perhaps  forty  language  groups,  there 
are  also  potentially  greater  bilingual  re- 
sources available  in  Los  Angeles  than  in 
many  other  cities.  In  contrast,  the  bilin- 
gual^icuitural  model  was  encountered 
infrequently  in  Boston  and  Seattle.  This 
may  be  due  to  a  philosophical  preference 
for  interpreter  services  or  to  the  fact  that 
neither  city  contains  a  large  enough  pool 
of  bilingual^icultural  professionals  to 
meet  the  service  needs  of  the  existing 
LEP  population. 

Main  Strengths 

This  approach  provides  the  maximum  op- 
pomjnit\'  to  communicate  effectively 
with  the  client  since  both  culture  and  lan- 
guage are  accommodated.  Numerous  ex- 
amples are  given  of  service  providers 
who  do  not  understand  the  cultural  sig- 
nificance of  what  they  are  being  told,  or, 
perhaps  as  importantly,  do  not  under- 
stand the  cultural  importance  of  what 
they  are  attempting  to  communicate  to 
their  clients.  In  one  case  cited  by  Linda 
Haifner,  Director  of  Interpreter  Services 
at  Stanford  University  Medical  Center," 
an  18-year  old  Mexican  patient  was  hav- 
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ing  regular  birth  contractions,  but  was  di- 
lated only  4  cm=  She  was  becoming  ex- 
hausted, and  the  medical  staff  wanted  to 
give  her  an  epidural  block,  but  the  patient 
had  refused.  The  patient  had  misunder- 
stood the  difference  between  an  epidural 
block  and  a  spinal  block  and  was  fearful 
that  she  might  become  paralyzed.  She 
had  associated  spinal  blocks  with  severe 
complications,  plus  her  husband  kept  re- 
minding her  that,  without  real  pain,  she 
would  not  be  a  "real  mother,"  a  common 
belief  among  Mexican  patients.  Here  mis- 
understanding about  the  nature  of  the  pro- 
cedure had  combined  with  cultural  beliefs 
to  jeopardize  the  delivery.  After  a  compe- 
tent explanation,  the  woman  and  her  hus- 
band agreed  to  the  procedure  and  the 
delivery  process  proceeded  normally.  In 
this  case,  the  interpreter  filled  the  role  of 
cultural  understanding.  Had  the  physician 
or  the  nurse  been  of  the  same  culture,  the 
procedure  could  have  proceeded  satisfac- 
torily and  more  quickly.  In  many  mental 
health  settings,  LEP  patients  speaking  di- 
rectly with  their  provider  rather  than 
through  an  interpreter,  is  the  preferred 
model. 

Another  strength  of  the  bilingual^icultu- 
ral  provider  model,  which  may  be  obvi- 
ous, is  cost  effectiveness.  The 
Association  of  Asian  Pacific  Community 
Health  Organizations  (AAPCHO)  con- 
ducted a  study  of  language  access  in 
seven  health  centers  across  the  country 


serving  the  Asian  and  Pacific  Islander 
population.  One  of  its  findings,  sup- 
ported by  preliminary  process  data  col- 
lected on  site,  indicates  that  interpreter 
encounters  for  physicians  tend  to  be  only 
slightly  longer  in  length,  while  those  for 
nurse  practitioners  and  physician  assis- 
tants are  much  longer.  Cost  savings 
could  be  substantially  realized  in  the  bilin- 
gual^icultural  model,  especially  when 
providers  maximize  staffing  arrange- 
ments. AAPCHO  authors  note,  however, 
that  the  hidden  costs  and  activities  in- 
volved in  recruiting  bilingual^icultural 
professional  staff  can  offset  some  of 
these  savings 
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Main  Limitations 

This  model  becomes  increasingly  im- 
practical as  the  size  of  the  facility  (and  cli- 
ent population)  increases  and  the  number 
of  languages  climbs  above  three  or  four. 
Fairly  quickly,  economics  dictates  that 
providers  adopt  an  interpreter  model.  If 
all  communications  between  service 
providers  and  service  recipients  could  be 
provided  by  people  who  were  not  only  bi- 
lingual but  culturally  knowledgeable,  the 
chances  for  consistently  safe  and  effec- 
tive communication  would  be  almost  al- 
ways assured.  However,  most  service 
providers  whom  we  contacted  during  our 
site  visits  will  virtually  never  be  able  to 
satisfy  this  standard.  In  both  the  Seattle 
and  the  Boston  areas,  many  languages  are 
encountered,  with  any  single  facility 


1 1  Linda  Haffner,  Cross-cultural  Medicine  A  Decade  Later,  Translciion  is  Not 
Enough:  Interpreting  in  a  Medical  Setting,  West  J  Med  1992  Sep:  157:255-259. 

12  Association  of  Asian  Pacific  Community  Health  Organizations.  The  Language 
Access  Project,  Draft  Final  Report.  Developr.  .-nt  of  Models  and  Standards  for 
Bilingual/Bicultural  Services  for  Asian  and  Pacific  Islander  Americans,  October 
1993,  p.84. 
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likely  to  encounter  20  or  more  different 
languages  or  dialects  The  chances  of  be- 
ing able  to  staff  a  large  facility — a  hospi- 
tal for  example — with  physicians  and 
nurses  who  satisfy  the  cultural  and  lan- 
guage requirements  of  their  patient  popu- 
lation approaches  zero  Service  providers 
that  serve  a  limited  number  of  languages 
can  employ  this  approach,  so  long  as 
their  clients  remain  limited  to  a  few  lan- 
guages. 

B.  Bilingual  Service  Providers 

Only  slightly  more  common  than  employ- 
ing staff  who  are  both  ethnically  and  lin- 
guistically akin  to  their  clients  is  a  model 
in  which  staff  are  fluent  in  the  language 
of  their  clients  but  not  necessarily  from 
the  same  ethnic  background.  In  this 
model,  staff  are  recruited  with  language 
competence  as  one  of  a  number  of  skill  re- 
quirements. All  or  most  client  encounters 
are  engaged  by  staff  members  who  speak 
the  language  of  the  clients.  It  is  dif    fer- 
ent  in  that  regard  from  mixed  models  in 
which  some  staff  members  speak  a  client 
language  and  are  used  at  varying  times  as 
staff  interpreters.  In  a  truly  bilingual 
model,  staff  physicians  and  nurses,  social 
workers,  counselors,  etc.,  would  be  em- 
ployed who  speak  the  dominant  language 
of  the  client  group.  In  at  least  one  such 
model  in  a  rural  area  in  Georgia,  staff 
physicians  were  provided  language  train- 
ing until  they  became  sufficiently  profi- 
cient that  they  could  conduct  routine 
patient  contaas  in  the  client's  language 
(Spanish). 

Main  Strengths 

This  model  has  similar  strengths  to  the  bi- 
linguaJ-bicuiturai  model,  but  language  is 
the  key  element.  It  implies  that  staff  can 
be  hired  who  are  not  from  the  cultural 


group  being  ser\-ed,  but  that  they  must  be 
fluent  in  the  language. 

Main  Limitations 

This  mode!  suffers  from  the  same  prob- 
lem as  the  bicultural  model,  but  it  opens 
the  possibility  of  added  problems,  unless 
strict  language  competence  standards  are 
employed.  In  several  discussions  with 
staff  interpreters,  for  example,  we  were 
told  that  their  facility  tried  to  avoid  using 
physicians  who  had  studied  the  language 
of  their  patient  (generally  Spanish)  in 
high  school  or  college,  because  their  level 
of  language  competence  was  often  flawed 
and  introduced  the  possibility  of  miscom- 
munication  with  all  of  the  attendant  possi- 
ble complications. 

C.  Volunteer  Staff  Interpreters 

In  this  model,  staff  members  who  speak  a 
language  other  than  English  are  asked  to 
serve  periodically  as  interpreters  in  addi- 
tion to  their  normal  job  duties.  The  con- 
cept of  the  "volunteer"  interpreter  is 
somewhat  muddied  by  the  fact  that  in 
some  cases  bilingual  individuals  receive 
additional  compensation  for  their  lan- 
guage skills.  In  many  cases,  bilingual 
staff  assume  interpreting  duties  without 
supplementary  financial  compensation. 
This  model  typically  is  adopted  by  institu- 
tions that  are  in  an  early  stage  of  provid- 
ing language  services — perhaps  the  first 
stage  after  the  institution  realizes  that  a 
language  barrier  is  affecting  its  ability  to 
provide  competent  services.  In  some  vari- 
ants on  this  model,  institutions  formally 
incorporate  interpreting  into  an  em- 
ployee's job  description,  while  in  others 
interpreting  becomes  an  added  burden 
without  supplementary  compensation,  or 
recognition.  Janitors,  receptionists,  techni- 
cians, and  other  clerical  workers  have  all 
been  used  by  institutions  for  this  purpose. 
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In  many  cases,  such  staff  carry  beepers 
which  are  used  to  summon  them  to  emer- 
gency situations.  Institutions  that  employ 
this  model  typically  treat  language  serv- 
ices as  an  "extra"  service  rather  than  as  a 
normal  pan  of  their  service  system.  Such 
treatment  suggests  that  the  administrators 
and  managers  within  such  an  institution 
do  not  believe  that  they  are  obligated  to 
serve  Limited  English  Proficiency  per- 
sons. 


monly  encountered  languages  or  to  fill  in 
the  gaps  for  more  common  languages.  In 
this  situation,  the  "volunteer"  staff  model 
was  effective  because  "volunteer"  staff 
were  required  to  complete  the  same 
screening  and  training  process  as  paid 
professional  interpreters  (thus  assuring  a 
standard  level  of  quality  of  interpretation 
throughout  the  institution).  Additionally, 
the  hospital  established  a  system  where 
the  supervisors  of  the  "volunteer"  staff  in- 
terpreters had  to  approve  staff  acceptance 
of  interpreter  requests.  This  reduced  the 
potential  for  conflict  over  competing  job 
priorities  as  bilingual  staff  struggled  to 
balance  interpreter  requests  with  the  de- 
mands of  their  daily  work. 


Main  Strengths 

The  main  benefit  of  this  model  is  that  it 
allows  organizations  to  capitalize  on  their 
existing  internal  resources — the  bilingual 
capabilities  of  their  staff.  A  secondary 
benefit  is  increased  voluntarism  within 
the  institution.  Many  hospitals  began 
more  structured  interpreter  services  pro- 
grams through  efforts  within  departments 
of  volunteer  services,  and  hospital  admin- 
istrators point  with  pride  to  the  work  of 
their  volunteers.  When  this  model  is  in- 
stitutionalized as  a  professional  service,  it 
can  be  an  efficient  method  for  ensuring 
communication  with  LEP  clients. 

The  study  team  encountered  one  hospital- 
based  program  where  this  model  had 
been  adopted  successfully  to  augment 
the  interpreter  program  which  included 
full-time  staff  interpreters  for  dominant 
languages.  "Volunteer"  staff  interpreters 
—were  used  to  accommodate  less  com- 


Bilingual  staff  participating  in  the  hospi- 
tal's interpreter  program  were  initially  re- 
cruited during  a  hospital-wide  effort 
initiated  by  the  President  and  CEO  of  the 
hospital,  demonstrating  commitment  at 
the  highest  level  of  management.  In  this 
model,  volunteer  staff  interpreters  re- 
ceived entertainment,  gift,  and  food  incen- 
tives for  each  encounter.  Although  this 
method  of  compensation  was  clearly 
working  in  this  situation,  other  intrinsic 
incen  tives  were  visible.  Staff  who  inter- 
preted on  an  ad  hoc  basis  would  fre- 
quently provide  positive  feedback  on  th  e 
value  of  the  experience  and  often  thanked 
the  interpreter  services  staff  for  sending 
them  on  such  assignmen  ts. 

Main  Limitations 

Frequendy,  this  model  is  adopted  by  insti- 
tutions in  a  cavalier  manner.  Bilingual 
staff  are  asked  typically  to  self-declare 
their  bilingual  capabilities  and  little  or  no 
follow-up  is  done  to  assess  their  linguis- 
tic skill  level.  In  addition,  staff  often  re- 
ceive little  or  no  training  on  how  to  serve 
~as  interpreters.  Untrained  interpreters  pr 


IHB^^iM 


Macro  International,  inc. 


sent  unknown  risks  to  the  service,  since 
they  may  not  understand  their  role,  or 
how  to  perform  the  duties  of  an  inter- 
preter. This  problem  is  especially  diffi- 
cult in  medical  settings,  wherein 
knowledge  of  medical  terms  and  proce- 
dures is  vital  in  communicating  with  the 
client  and  the  medical  team.  Untrained  in- 
terpreters often  collapse  several  ques- 
tions, or  several  responses  into  a  smaller 
number,  without  realizing  that  they  may 
be  hiding  important  information  inadver- 
tently. The  limitation  of  using  staff  inter- 
preters is  most  acute  potentially  in 
institutions  that  do  not  recognize  lan- 
guage services  as  part  of  their  formal  re- 
sponsibilities to  their  clients  and  their 
community.  Such  institutions  typically  do 
not  exercise  the  same  type  of  control  and 
care  as  institutions  that  have  integrated 
language  services  into  their  service  proto- 
cols.   There  is  also  a  hidden  cost  in- 
volved in  diverting  staff  resources  to 
interpreting.  As  will  be  discussed  in  a 
later  section,  the  hidden  costs  include  the 
cost  of  lost  work  time  when  staff  are 
taken  away  from  their  primary  job  duties 
to  fill  interpreter  requests  as  well  as  the 
compensation  paid  to  the  "volunteer" 
staff  interpreter  during  the  time  served  as 
an  interpreter.  The  houriy  rate  of  most 
health  care  professionals  (e.g.,  nurses, 
physicians,  and  medical  technicians)  is 
most  likely  higher  than  what  the  institu- 
tion would  pay  for  the  houriy  services  of 
an  interpreter. 

D.  Paid  Interpreter  Staff 

In  this  model,  the  institution  hires  staff  in- 
terpreters, i.e.,  staflF  whose  primary  or 
sole  duty  is  interpreting  in  one  or  more 
languages  other  than  English.  Many  of 
these  individuals  are  employed  fiill-time 
at  the  institution  and  receive  the  same 
benefits  as  all  other  staff  employees. 
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Generally,  institutions  that  adopt  this 
model  recognize  a  legal  responsibility  to 
provide  services  in  the  language  of  their 
clients  In  most  cases,  the  hiring  process 
and  requirements  for  staff  interpreters  are 
similar  to  those  used  to  hire  nurses,  medi- 
cal technicians,  or  other  professional 
staff.  Generally  too,  hiring  full  or  pan- 
time  staff  interpreters  reflects  an  eco- 
nomic decision  that  staff  interpreters  are 
more  cost-effective  than  contract  inter- 
preters. Designated  interpreters  are  usu- 
ally hired  when  the  volume  of  patients 
speaking  a  particular  language  is  consid- 
ered too  great  to  be  accommodated  by 
either  "voluntary"  staff  interpreters  or 
part-time  contract  interpreters.  This 
model  has  been  adopted  widely  in  Seattle 
and  to  a  lesser  degree  in  Boston.  The 
study  team  observed  a  general  reluctance 
on  the  part  of  many  providers  in  the  Los 
Angeles  area  to  hire  full  or  part-time  staff 
whose  sole  responsibility  was  interpret- 
ing. The  concept  of  a  professional  medi- 
cal interpreter  who  possesses  a  specific 
set  of  skills,  in  addition  to  bilingual  capa- 
bility was  not  observed  to  have  been 
adopted  widely  in  the  Los  Angeles  area. 

Main  Strengths 

The  central  strength  of  the  staff  inter- 
preter model  is  that  scheduling  is  facili- 
tated and  quality  control  is  easier  to 
manage,  since  the  staff  competence  level 
is  a  known  quantity.  In  addition,  staff  in- 
terpreters become  increasingly  proficient 
over  time  in  working  with  other  staff  pro- 
fessionals, e.g.,  staff  physicians  or  nurses. 
It  is  possible  to  form  professional  teams 
of  people,  each  of  whom  knows  his/her 
dudes  well  and  knows  the  appropriate 
role  to  play  in  assuring  that  a  competent 
service  is  provided  the  client.  This  con- 
cept of  a  team,  with  provider  (physician), 
patient,  and  interpreter  denned  as  the 
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"team,"  is  seen  as  important  because  of 
the  need  to  work  together  to  facilitate 
communication.  According  to  Dr.  Eric 
Hardt,  a  physician  at  Boston  City  Hospi- 
tal and  author  of  a  training  program  guide 
for  physicians  working  with  interpreters, 
the  ideal  medical  encounter  is  one  in 
which  the  interpreter  and  physician  are 
partners  and  communicate  effectively,  in- 
corporating cultural  beliefs  and  explana- 
tions into  the  session.  Problems  could 
arise  in  situations  where  the  interpreter 
acts  as  the  interviewer  or  when  the  physi- 
cian merely  regards  the  interpreter  as  a 
tool.  A  professional  triadic  relationship 
promotes  respect  between  the  physi- 
cian/provider and  the  interpreter,  ensures 
confidentiality  between  the  interpreter 
and  the  patient,  and  ultimately  fosters 
bonding  between  the  physician  and  pa- 
tient, resulting  in  effective  communica- 
tion and  appropriate  health  care. 


group  agree  to  ser/e  as  interpreters. 
They  may  accompany  the  patient  from 
the  community  or  may  be  supplied  by  the 
provider.  Although  both  cases  rely  on 
voluntarism  to  provide  a  needed  service 
to  LEP  patients,  in  one  instance,  the 
health  provider  assumes  responsibility  for 
providing  and  engaging  the  service,  and 
in  the  other,  the  patient  or  agency  work- 
ing on  the  patient's  behalf  assumes  that 
burden.  Volunteers  who  work  within  a 
formal  hospital  program  are  accountable 
to  the  hospital  and,  thus,  enter  into  a  rela- 
tionship that  is  similar  to  that  of  employer 
and  employee.  Hospitals  provide  supervi- 
sion and  scheduling  of  assignments. 
Many  teaching  hospitals  regularly  recruit 
residents  and  students  from  the  university 
community  as  volunteer  interpreters,  who 
may  be  eligible  to  participate  in  an  intern- 
ship through  the  interpreter  services  pro- 
gram. 


Main  Limitations 

The  main  limitation  of  this  model  is  a 
limitation  inherent  in  all  of  the  models  de- 
scribed throughout  this  section.  In  the  ab- 
sence of  a  system  for  screening  and 
training  there  is  no  quality  control  that  as- 
sures a  standard  leve  1  of  interpreter  com- 
petence. 

E.  Volunteer  Community 
Interpreters 

In  many  large  cities  across  the  country,  bi- 
lingual residents  in  a  community,  often 
associated  with  a  voluntary  agency  woric- 
ing  with  refugee  resettlement,  or  a  mem- 
ber of  a  hospital's  volunteer  service 


Main  Strengths 

The  major  strength  of  a  volunteer  model 
is  that  it  engages  the  resources  of  a  com- 
munity in  a  joint  effort  to  provide  a 
needed  service  that  might  not  otherwise 
be  provided.  A  hospital  might  be  able  to 
tap  the  resources  of  its  general  volunteer 
pool  to  identify  bilingual  individuals  who 
could  serve  as  volunteer  interpreters.  In 
this  instance,  the  model  could  work  effec- 
tively if  the  following  professional  stand- 
ards were  applied. 

•  Formal  personnel  approaches: 

volunteers  need  to  "hired"  and 
should  be  subject  to  being  "fired." 
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•  Job  descriptions:  volunteers  need 
to  have  and  to  understand  their  job 
duties  and  responsibilities. 

•  Qualificaiion  standards,  volun- 
teers need  to  pass  the  same  type  of 
qualifying  standards  as  paid  inter- 
preters. 

•  Training:  volunteers  need  to  be 
trained  in  the  essentials  of  the  serv- 
ice they  are  providing. 

•  Availability:  volunteers  need  to  be 
available  throughout  the  same 
range  of  operating  service  hours  as 
the  main  service. 

•  Management:  volunteers  need  to 
be  managed  just  like  paid  staff. 
They  need  direction  and  they  need 
quality  feedback. 

The  strengths  of  the  other  type  of  volun- 
teer model  are  that  the  provider  assumes 
no  responsibility  and  no  cost  for  provi- 
sion of  services,  and  thus,  services  to 
LEP  clients  provided  in  this  manner  are 
always  "free."  But,  as  will  be  discussed 
below  in  the  limitations  section,  provid- 
ers using  this  model  will  usually  get  what 
they  pay  for  in  terms  of  service,  exper- 
tise, and  availability. 

Main  Limitations 

Frequently,  the  volunteer  model  is 
adopted  in  situations  where  the  service 
provider  has  not  acknowledged  its  obliga- 
tion to  provide  a  language  service.  The 
provider  maintains  that  it  cannot  (or  will 
not)  afford  to  pay  for  ancillary  interpreter 
services.  When  this  occurs,  the  burden 
of  providing  interpreter  services  is  shifted 
to  a  voluntary  agency  or  to  the  LEP  cli- 
ent. 


When  the  volunteer  program  is  organized 
within  the  institution  (usually  a  hospital) 
the  volunteer  services  program  may  fail 
to  meet  the  needs  of  the  organization  for 
whom  they  work,  because  the  organiza- 
tion itself  fails  to  organize  and  manage 
the  volunteers  properly  Organizations 
often  assume  that  volunteers  will  organ- 
ize themselves,  when  they  would  never 
make  such  an  assumption  about  paid 
staff.  Volunteers  are  simply  unpaid  staff 
and  must  be  managed  accordingly.  A  vol- 
unteer interpreter  model  could  be  as  effec- 
tive as  a  paid  interpreter  model  if  the 
volunteer  program  is  established  accord- 
ing to  professional  standards. 

Some  services  are  difficult  to  organize 
precisely  because  the  highest  quality  re- 
sources are  engaged  in  the  activity  as  a 
way  of  earning  a  living.  Thus,  the 
needed  expertise  may  not  be  available  in 
the  region  and  it  would  be  necessary  to 
rely  on  less  qualified  people  to  provide 
the  service.  The  issues  then  raised  are: 
a)  have  the  managers  in  charge  recog- 
nized that  they  may  not  be  obtaining  the 
same  level  of  quality;  and  b)  is  the  qual- 
ity they  are  getting  adequate  to  their 
needs? 

The  major  limitation  to  using  community 
volunteers  is  the  inadequate  level  of  serv- 
ices they  are  able  to  provide  to  physicians 
and  other  health  care  professionals. 
When  a  community  interpreter  runs  out 
of  time,  he  or  she  may  simply  leave,  and 
the  LEP  client  is  stranded.  When  a  com- 
munity interpreter  does  not  understand 
medical  terminology  or  procedures,  there 
is  no  mechanism  for  the  physician  to 
know  this  and  mistakes  can  be  made  out 
of  pride  or  ignorance  that  would  not  oth- 
erwise be  tolerated  in  a  medical  setting. 
When  a  community  interpreter  advocates 
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too  Strongly  for  a  patient,  there  is  usually 
no  supervising  influence  involved  to  cur- 
tail advice   or  monitor  performance.  In 
many  cases  where  physicians  are  obliged 
to  use  this  model,  they  are  not  fully  com 
fortable  with  the  triadic  relationship  es- 
tablished, but  profess  that  they  want  to 
treat  LEP  patients  and  some  co  mmunica- 
tion  is  better  than  none. 

F.  Contract  Interpreters 

In  this  model,  bilingual  individuals  are 
hired  by  the  service  provider  on  a  contrac- 
tual basis  to  provide  interpretation.  Usu- 
ally, these  individuals  do  not  work  at  any 
single  institution  on  a  full-time  basis.  Al- 
though they  may  be  fully  employed  as  an 
interpreter  working  for  several  different 
facilities.  It  is  generally  assumed  that 
these  individuals  have  specialized  skills 
and  training  to  serve  as  "qualified"  inter- 
preters although  this  not  always  the  case. 
Contract  interpreters  are  typically  paid  an 
hourly  wage  and  do  not  receive  benefits. 
A  provider  may  contract  directly  with  the 
interpreter  or  may  work  through  a  lan- 
guage bank  or  language  service  that  pro- 
vides an  interpreter  on  demand  for  a  fee. 
In  most  cases,  contract  interpreters  are 
not  used  for  emergency  situations,  unless 
previously  arranged  with  the  provider. 
Contract  situations  generally  involve 
scheduled  appointments. 

Main  Strengths 

Use  of  contract  interpreters  is  a  cost-effec- 
tive approach  to  supplementing  the  basic 
language  capability  of  the  institution.  It 
can  be  useful  as  a  way  of  initiating  lan- 
guage services,  before  much  is  known 
about  relative  demand,  or  as  a  way  of  sup- 
plementing an  existing  capability.  For  ac- 
counting purposes,  use  of  contract 
interpreters  allows  for  collection  of  clear 


cost  data  for  administrators  seeking  to  jus- 
tify expansion  of  existing  sep.-ices. 

When  contract  interpreters  are  managed 
and  dispatched  through  a  language  bank 
or  service,  the  locus  of  responsibility  for 
recruiting  and  maintenance  of  quality  con- 
trol is  shifted  to  the  language  bank.  The 
instinition  does  not  have  to  become  in- 
volved in  issues  of  competency  or  stand- 
ards as  long  as  staff  have  confidence  that 
the  language  bank  is  operated  according 
to  professional  standards. 

Main  limitations 

One  of  the  main  limitations  of  the  con- 
tract interpreter  model  is  availability. 
Contract  interpreters  typically  are  individ- 
ual entrepreneurs  whose  main  livelihood 
revolves  around  language  services.  Thus, 
the  ready  availability  of  any  single  inter- 
preter is  always  in  doubt.  As  interpreters 
become  better  known,  their  availability 
may  become  increasingly  difficult,  short 
of  engaging  them  in  some  form  of  "re- 
tainer" agreement.  In  addition,  if  the  in- 
stitution contracts  directly  with 
interpreters  this  places  an  added  work- 
load on  the  host  institution.  Quality  con- 
trol, scheduling,  and  cost  management 
are  now  work  elements  that  must  be  man- 
aged internally.  Some  providers  have 
sought  to  alleviate  the  availability  prob- 
lem of  their  contract  interpreters  by  work- 
ing with  other  providers  and  combining 
resources.  The  study  team  observed  that 
in  Seattie  and  Boston,  when  many  provid- 
ers are  located  within  a  community,  a 
pool  of  contract  interpreters  can  exist  for 
the  shared  benefit  of  several  different 
providers. 
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G.  Language  Bank  Services 

Language  "banks'"  are  collective  ap- 
proaches to  obuining  the  services  of  inter- 
preters without  hiring  them  as  staff. 
Typically,  a  language  bank  is  operated  in 
one  of  two  forms:  (1)  an  organization  has 
its  own  set  of  services  and  decides  to  inte- 
grate language  services  into  its  service 
portfolio;  or  (2)  a  language  service  organi- 
zation is  formed  whose  main/only  busi- 
ness is  to  provide  language  services  to 
various  clients.  In  Seattle,  for  example, 
the  Hospital  Interpreter  Program  is  oper- 
ated as  one  service  of  an  existing  organi- 
zation, whereas  in  iMassachusetts  the 
language  bank,  operated  by  an  Area 
Health  Education  Center  (AHEC)  was 
formed  originally  to  serve  the  local  medi- 
cal center,  but  expanded  services  to  in- 
clude the  entire  medical  community. 

Language  banks  can  be  organized  into 
specialty  areas — medical  interpreting,  so- 
cial services  interpreting,  legal  interpret- 
ing— or  as  a  central  service  with  people 
trained  in  multiple  arenas.  As  the  em- 
ployer and  dispatcher  of  interpreters,  lan- 
guage banks  operate  similar  to  any  type 
of  temporary  services  company.  They  as- 
sume the  responsibility  for  recruiting, 
screening,  testing,  training,  hiring  and 
paying  the  interpreters.  In  addition,  most 
language  banks  conduct  community 
needs  assessments  to  determine  future 
language  needs  and  market  their  services 
to  the  community.  Billing  for  interpreter 
services  generally  includes  similar  over- 
head costs  to  those  for  other  temporary 
services  companies,  although  most  inter- 
preters generally  do  not  receive  extensive 
benefits  from  language  bank  employment. 


Mam  Srretigihs 

Language  banks  are  highly  useful  in  cov- 
ering a  wide  set  of  languages,  precisely 
because  the  instiajtions  using  the  service 
need  not  use  any  particular  language 
provider  any  more  hours  per  year  than  its 
clients  require.  Even  the  language  service 
itself  need  not  hire  full-time  interpreters. 
Indeed,  it  is  unnecessary  for  any  interpret- 
ers to  be  hired  full  time,  or  even  part 
time,  unless  the  language  service  deter- 
mines that  such  a  stafTmg  arrangem  ent 
would  be  more  cost  effective.  Mainly 
such  language  banks  enter  into  contracts 
with  both  interpreters  and  with  institu- 
tions that  require  interpreter  services,  act- 
ing as  the  broker  for  the  language  service. 

Main  Limitations 

Language  services  provided  through  such 
language  banks  may  be  more  expensive 
for  institutions  in  some  parts  of  the  coun- 
try than  either  staff  interpreters,  or  hiring 
contract  interpreters  directly.  Use  of  the 
language  bank  as  an  intermediary  intro- 
duces another  element  outside  the  control 
of  the  service  institutions  (hospitals,  for 
example).  In  one  case,  for  example,  sev- 
eral institutions  decided  to  drop  the  Hos- 
pital Interpreter  Program  as  their 
language  service,  because  they  believed  it 
to  be  both  too  expensive  and  less  respon- 
sive to  their  needs  than  they  believed  nec- 
essary to  maintain  an  effective  health 
care  delivery  service. 

H.  AT&T  Language  Line 

The  AT«S:T  Language  Line  is  a  service 
provided  under  contract  by  AT&T.  Serv- 
ice providers  enter  into  a  contract  and 
then  use  and  pay  for  the  service  on  an  in- 
dividual call  basis,  being  charged  by  the 
minute.  The  service  offers  to  provide  in- 
terpreting services  in  140  languages  in 
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virtually  instantaneous  response  to  a  re- 
quest. To  obtain  access,  service  providers 
must  first  enter  into  a  contractual  agree- 
ment with  AT&T,  although  services  can 
be  provided  even  without  a  contract.  Sub- 
sequently, interpreters  are  accessed  by 
calling  the  Language  Line  and  requesting 
a  specific  language.  AT&T  provides  a 
"touch"  pamphlet  to  users  to  assist  in 
identifying  the  language  being  spoken. 
Clients  are  asked  to  scan  the  pamphlet 
which  contains  material  in  different  lan- 
guages to  identify  their  language  of 
choice.  Once  the  language  is  identified, 
the  Language  Line  can  be  engaged  and 
an  interpreting  session  initiated. 

Service  providers  report  generally  that 
they  rely  on  the  Language  Line  for  their 
backup  system,  when  they  cannot  other- 
wise accommodate  a  client  language,  and 
for  "call-backs,"  to  LEP  clients  to  verify 
appointments  or  to  provide  some  simple 
information  to  clients.  No  service 
provider  consulted  by  the  study  team 
used  this  system  exclusively. 

Main  Strengths 

The  AT&T  Language  Line  provides  a 
needed  service  for  service  providers  that 
caimot  always  be  expected  to  have  the 
language  service  available  on  staff  or 
through  a  contract  service.  Gven  the 
large  number  of  languages  and  dialects  in 
many  major  metropolitan  areas  (in  excess 
of  100)  Language  Line  or  some  equiva- 
lent seems  vital  to  the  continued  ability  of 
providers  to  deliver  quality  services  to  an 
increasingly  wide  ethnic/cultural  popula- 
tion base.  The  service's  rapid  response 
and  ability  to  offer  such  a  wide  language 
range  are  its  main  strengths.  In  one  case, 
a  provider  places  portable  telephones  on 
carts  throughout  the  hospital  so  that 


AT&T  can  be  called  easily  from  any- 


where in  the  facility  without  worrying 
about  the  availability  of  telephone  jacks. 

Main  Limitations 

Language  Line  has  two  major  limitations: 
cost,  and  the  inherent  limitations  of  the 
telephone  as  a  method  of  communication. 
Although  the  service  is  considered  reason- 
able in  cost  for  short  encounters,  say  a 
few  minutes,  its  hourly  rate  would  be  be- 
tween three  and  four  times  the  normal 
hourly  rate  for  high  quality  interpreting 
services.  AT&T  charges  by  the  minute 
and  varies  its  rates  by  type  of  language 
and  by  time  of  day.  Four  language  "tiers" 
are  used,  with  Spanish  being  Tier  1,  and 
languages  such  as  Farsi,  Urdu,  and  Taga- 
log  being  grouped  in  Tier  4.  Peak  hours 
(5  a.m.  to  5  p.m.)  are  the  least  expensive. 
Rates  vary  from  S2.20/minute  to  $4.50/m- 
inute.  Most  of  the  study  respondents 
maintain  that  they  have  used  the  Lan- 
guage Line  and  that  generally  they  are  sat- 
isfied with  AT&T's  responsiveness. 

Aside  from  cost,  many  providers  cite  limi- 
tations around  the  AT&T  system  pertain- 
ing to  its  lack  of  cultural  appropriateness 
and  sensitivity.  Although  most  providers 
appeared  to  be  satisfied  with  the  quality 
of  the  service,  some  tend  to  prefer  using 
community  volunteers  or  friends  and  fam- 
ily, citing  that  many  LEP  clients  simply 
are  not  comfortable  with  phone  interpreta- 
tion. 

I.  Family  and  Friends 

In  some  instances,  family  and  friends  are 
still  regularly  relied  on  to  serve  as  inter- 
preters. This  practice  is  mo?-  often  seen 
in  situations  where  provider     ;lieve  they 
are  not  obligated  to  accommodate  the  lan- 
guage needs  of  their  clients.  In  some 
-cases,  patients  may  elect  to  use  a  family — 
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member,  in  other  instances,  the  patient 
may  not  be  aware  that  he  or  she  is  enti- 
tled to  an  interpreter  or  that  an  interpreter 
program  exists.  The  use  of  children  as  in- 
terpreters seems  less  common,  although  it 
still  occurs.  One  coordinator  of  inter- 
preter services  in  Boston  indicated  that, 
before  she  was  hired,  a  12-year-old  girl, 
who  had  been  diagnosed  with  a  malig- 
nant brain  tumor,  was  asked  to  relay  the 
news  to  her  parents  by  serving  as  an  inter- 
preter for  the  physician.  This  type  of  in- 
appropriate use  of  minors  would  never 
occur  in  institutions  that  employ  effective 
language  response  systems. 

Main  Strengths 

The  only  strength  of  using  friends  or  rela- 
tives is  the  potential  comfon  brought  to 
the  client  through  reliance  o  n  someone 
they  know  well  to  intervene  for  them  in  a 
potentially  frightening  encounter  with  a 
system  they  do  not  understand.  Most 
providers  did  not  endorse  this  method  al- 
though they  acknowledged  that  it  is  used. 
Th  ere  was  a  difference  of  opinion  among 
providers  as  to  whether  or  not  patients 
should  be  allowed  to  use  a  family  mem- 
ber when  a  "qualified"  interpreter  was 
available.  Some  facilities  had  policies  ex- 
plicitly prohibiting  the  use  of  family  and 
friends  while  others  would  offer  the  serv- 
ices of  an  interpreter  but  allow  the  patient 
to  use  a  family  member  if  he  or  she  de- 
sired. 

h/iain  Umitaiions 

Several  important  limitations  exist.  First, 
use  of  family  members  or  friends  pre- 
sents potentially  dangerous  communica- 
tion breakdowns,  when  an  untrained 


individual  fails  to  understand  the  mes- 
sage being  communicated.  Also  the  po- 
tendal  for  a  breach  of  confidentiality  is 
high.  Patients  may  be  reluctant  to  reveal 
information  of  a  personal  nature  that 
might  be  vital  to  an  effective  diagnosis,  . 
for  fear  of  revealing  such  information  to 
family  or  friends.  A  case  is  cited  of  a  50- 
year  old  peasant  woman  from  Mexico 
who  had  visited  the  hospital  several 
times,  with  vague  symptoms  being  re- 
ported each  time.  The  physician  began  to 
believe  that  she  was  not  truly  ill.  When 
the  woman  was  finally  questioned 
through  a  competent  interpreter,  she  ad- 
mitted that  she  had  been  afraid  to  discuss 
her  real  symptoms — a  fistula  in  her  rec- 
tum— because  her  (35-year  old)  son  had 
been  interpreting  for  her  and  she  was 
ashamed  to  admit  her  condition  in  front 
of  him.      The  dynamics  between  indi- 
viduals who  have  a  personal  relationship 
often  distorts  the  content  of  the  communi- 
cation. Overall,  providers  were  adamant 
that  minors  should  not  be  used  as  inter- 
preters under  any  circumstances.  Never- 
theless, there  were  reports  that  this 
practice  continues. 

5.  Cost  of  Language  Services 

The  cost  of  providing  cost-effective  lan- 
guage appropriate  services  depends  sub- 
stantially on  the  model  selected  and  on 
how  costs  are  counted.  Many  providers 
do  not  track  such  costs,  because  they  use 
one  of  the  models  involving  in-house 
staff  who  function  in  other  capacities  and 
do  not  compensate  for  the  language  serv- 
ice. Some  providers  were  reluctant  to  re- 
veal cost  data  to  the  study  team.  Many 
providers  ignore  the  issue  of  effective- 
ness, assuming  perfiaps  that  anyone  who 
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is  apparently  bilingual     is  competent  to 
serve  as  an  interpreter.  The  data  outlined 
below  combines  information  supplied  by 
different  providers  and  is  based  almost 
exclusively  on  Seattle  and  Boston  site  vis- 
its, supplemented  by  data  from  the  Na- 
tional Public  Health  &  Hospital  Institute 
repon. 

A.  Cost  Analysis  of  Alternative 
Models 

There  are  three  main  cost  components  in 
providing  language  appropriate  services: 
(1)  direct  interpreter  costs;  (2)  overhead 
and  benefits;  and  (3)  interpreter  manage- 
ment costs.  All  models  can  be  examined 
by  including  and  aggregating  the  costs  as- 
sociated with  each  component. 

Direct  Interpreter  Costs 

Certified  interpreters  are  paid  between 
$10  and  S25  per  hour    ,  depending  on 
geographic  region  and  employment  status 
of  the  interpreter.  In  Seattle,  the  rate  var- 
ies between  S20  and  S25,  whereas  in 
Massachusetts,  interpreters  earn  between 
S10andS20.  The  total  cost  of  delivering 
a  full  language  service  depends  heavily 
on  how  the  system  is  organized,  i.e.,  how 
much  of  the  service  is  available  through 
full-time  paid  staff  vs.  contract  interpret- 
ers, who  manages  the  logistics  of  the  lan- 
guage service,  whether  paid  or  volunteer 
staff  are  used,  and  whether  provider  staff 
are  themselves  bilingual. 

The  National  Public  Health  and  Hospital 
Institute  survey  of  public  and  private 


teaching  hospitals  estimates  that  full-time 
staff  interpreters  earn  an  average  salary  of 
$29,  618,  with  a  median  salary  of 
$27,020.  The  range  of  salaries  is  large, 
with  houriy  rates  ranging  from  $10  per 
hour  to  $32  per  hour. 

AT&T  Language  Line  costs  range  from 
$2.20  per  minute  to  $4.50  per  minute,  de- 
pending on  the  language  spoken  and  the 
time  of  day.  Although  expensive  on  a 
cost  per  hour  basis,  it  has  the  advantage 
of  charges  by  the  minute.  A  ten  minute  re- 
quirement might  cost  between  $22  and 
$45  by  AT&T,  whereas  it  might  cost  as 
much  as  S70  for  a  contract  interpreter 
service  (@  $35/hour)  where  they  need  to 
pay  for  a  one-hour  minimum,  plus  trans- 
portation time  and  cost.  As  the  encounter 
time  rises,  the  cost  advantage  shifts  rap- 
idly in  favor  of  other  methods. 

Overhead  &  Benefits 

Employing  a  full-time  staff  member  in- 
creases the  total  cost  to  the  extent  of  bene- 
fits and  overhead.  Benefits  often  increase 
salaries  by  25-30%  and  overhead  rates 
can  add  another  50%  to  75%,  which 
could  bring  the  total  cost  of  an  internal 
staff  interpreter  to  $35-$40  per  hour. 

In  discussions  with  providers  in  the  state 
of  Washington,  $35  per  hour  was  a  figure 
quoted  frequently  as  the   total  cost  for  in- 
terpreter services.  The  State  of  Washing- 
ton has  agreed  to  compensate  providers  at 
the  rate  o  f  $37  per  hour  for  certified  in- 
terpreters. 


15  Providers  who  allow  employees  to  self-declare  language  status  often  fail  to  verify 
competence. 

16  Rates  as  low  as  $8  per  hour  are  reported  in  Philadelphia. 
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1  Direct  Costs  per  Hour 

Overhead  &  Benefits   !  Total  Costs  per  Hour 

Management 
Contract^ 

Included 

Included 

S35  — $40 

1 

Direct  Contract^                  S10  — $25 

NA 

$10  — $25            1 

Staff  interpreters       !           $1 0  —  $25 

50%  — 75%                      $15  — $45            1 

Volunteer  Interpreters 

-0- 

-0- 

-0- 

AT&T 

Included 

Inciuded 

$132  — $270 

Table  2:  Direct  Interpreter  Costs 

1 .  Under  a  managed  contract  with  a  language  bank,  all  costs  are  included  within  the  negotiated  rate. 

2.  Direct  Contracts  imply  a  system  in  which  the  provider  hires  interpreters  under  contract  as 
ndividuals,  rather  than  using  a  language  bank. 

In  estimating  and  comparing  direct  inter- 
preter costs,  providers  must  also  consider 
the  need  to  pay  for  transpo  nation,  travel 
time  and  guaranteed  minimums  for  con- 
tract interpreters,  and  fringe  benefits, 
overhead  and  potential  down  time  for  in- 
house  staff  interpreters.      Similarly, 
when  considering  the  use  of  volunteers, 
providers  still  need  to  include  the  costs 
for  interpreter  management  discussed  be- 
low. No  interpreter  approach  is  cost-free, 
although  some  providers  tend  to  hide  or 
ignore  some  of  the  costs.  For  example, 
providers  that  use  volunteer  staff  inter- 
preters often  assume  that  their  approach 
carries  no  cost,  whereas  they  should  be  in- 
cluding the  cost  associated  with  the  time 
spent  on  interpreting  instead  of  normal 
staff  work  tasks.  Some  programs  require 
volunteer  staff  interpreters  to  complete 
their  normal  work,  in  addition  to  their  in- 
terpreting tasks,  presumtively  shifting  the 
cost  of  interpreting  from  the  provider  to 
the  provider  staff,  creating  a  possible  mo- 
rale problem.  Thus,  estimating  the  cost  of 
using  staff  in  a  "volunteer"  capacity  can- 


not be  estimated  without  specifying  how 
the  staff  time  will  be  made  up  while  they 
are  interpreting. 

"Volunteer  Interpreters"  are  assigned  a 
zero  direct  cost,  which  is  appropriate, 
given  that  volunteers  receive  no  direct 
compensation.  Table  2  illustrates  the  av- 
erage HOURLY  costs  associated  with  al- 
ternative models. 

Interpreter  Management  Costs 

A  complete  interpreter  management  sys- 
tem would  need  to  include  the  following 
set  of  services: 

•  Recruitmeiu  and  Development:  lo- 
cating and  negotiating  with  indi- 
vidual interpreters,  including 
assessment  of  language  skills,  and 
development  and  presentation  of 
required  training  for  interpreters 
and  provider  staff. 


17    Some  interpreters  report  that  they  are  required  to  pay  for  parking  fees,  which  could 
be  S5-$7  for  an  encounter,  whereas  other  providers  cover  such  travel  expenses. 
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•  Logistics:  scheduling  interpreters 
and  assuring  their  availability. 

•  Quality  Control:  oversight  and 
feedback  to  assure  that  provider 
staff  and  patients  are  satisfied  with 
interpreters. 

•  Cost  Management:  collection  and 
analysis  of  total  cost  of  language 
service  to  assure  that  the  system  is 

■    operating  efficiently. 

This  management  function  would  need  to 
be  present,  regardless  of  the  model  used, 
although  under  a  managed  contract  sys- 
tem, using  a  language  bank,  the  language 
bank  managers  assume  these  duties.  It  is 
difficult  to  estimate  the  management 
costs  associated  with  effective  ser/ices, 
but  many  of  the  language  services  in  Seat- 
tle provider  institutions  employed  one  or 
more  staff  persons  to  manage  the  entire 
language  service  function.  Thus,  one  FTE 
staff  person  might  be  associated  with 
management  in  a  system  in  which  5  to  10 
FTE  interpreters  are  involved.  For  lower 
levels  of  language  services,  part-time 
staff  would  be  used  to  provide  this  man- 
agement. The  total  cost  associated  with  al- 
'  emative  models  then  might  be  as  shown 


in  Table  3  below. 

In  calculating  costs,  it  is  also  necessary  to 
recognize  that  many  providers  employ 
more  than  one  method,  depending  on  the 
language  heeded.  For  example,  many 
providers  in  Seanle  used  contracts  with  a 
central  language  bank,  individual  con- 
tracts with  outside  private  interpreters, 
full-time  staff  interpreters,  and  AT&T 
Language  Line.  The  issue  faced  by 
providers  in  Seattle  was  how  a  provider 
could  accommodate  most  eiTectively  the 
needs  of  its  clients  at  the  least  cost.  Al- 
most invariably,  the  answer  to  that  ques- 
tion involved  more  than  one  method.  It  is 
important  that,  whatever  method  is  to  be 
used,  all  costs  are  included.  It  would  be 
necessary  to  account  for  the  following 
functions: 

•  Direct  salary  of  interpreter 

•  Fringe  benefits  &  overhead 

•  Interpreter  Management 

•  Equivalent  contact  hours  —  will 
contract  interpreters  be  paid  for 
travel  time  and  cost,  as  well  as  a 


Direct  Costs  per 
Hour 

Overhead  & 
Benefits 

Management         Total  Costs  per 
Costs  per  Hour    1            Hour 

Managed 
Contract 

Included 

Included 

Included 

$25  —  $40 

Direct  Contract          $1 0  —  $25 

NA 

$2.50 

$12.50  — 
$27.50 

Staff  Interpreters          $1 0  —  525 

50%  —  75% 

$2  50                    512.50- 
^•^°                      $47.50 

Volunteer 
Interpreters 

-C- 

-0- 

$2.50 

$2.50 

Table  3     Total  interpreter  Service  Costs 
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minimum  one  hour  charge''  Will 
interpreters  be  paid  for  missed  ap- 
pointments'' 

•  Are  there  cost  differentials  attrib- 
uted to  interpreting  requirements 
after  normal  business  hours? 


no  additional  direct  costs  AT&T  Lan- 
guage Line  has  a  high  direct  cost,  but 
charges  are  incurred  only  for  the  amount 
of  time  they  are  on-line.  AT&T  also 
would  not  require  a  management  staff  to 
oversee  the  scheduling  and  management 
of  interpreters. 


•  Who  will  pay  for  costs  associated 
with  insuring  interpreters  against 
any  liabilities'' 

•  Who  will  pay  for  the  costs  of  train- 
ing, or  certification  through  stand- 
ardized tests? 

•  Expenses  for  travel,  parking,  etc. 

Hypothetical  Example: 

If  we  hypothesize  a  hospital  in  which 
5,000  encounters  are  experienced  for 
which  language  is  an  issue  in  succ  essful 
delivery  of  the  service,  we  can  calculate 
the  range  of  costs  associated  with  alterna- 
tive methods.  Assum  e  encounters  aver- 
age 69  minutes  in  length,  but  with  a 
range  of  10  minutes  to  four  hours.  Con- 
tract interpreters  are  paid  for  a  minimum 
of  one  hour,  plus  transportation  time  and 
costs.  Further,  each  contract  interpreter  is 
paid  when  appointments  fail  to  show  or 
cancel  at  the  last  minute.  Under  such  a 
scenario,  a  45  minute  encounter  would  re- 
quire that  contract  interpreters  would  be 
paid  for  one  full  hour,  whereas  in-house 
staff  would  be  used  only  for  the  45  m- 
inute  encounter.  Volunteer  interpreters, 
whether  they  are  on  staff  or  are  brought 
in  would  work  for  one  to  two  hours.  In- 
house  bilingual  professional  staff  create 


It  should  be  noted  that  the  cost  assump- 
tions used  in  the  model  could  vary  sub- 
stantially, depending  on  local  cost 
parameters  and  how  interpreter  language 
services  are  managed  within  an  institu- 
tion. In  most  respects,  more  careful  man- 
agement would  yield  increased  direct 
costs  because  of  the  need  to  assign  staff 
to  contract  management,  scheduling  and 
quality  control. 

Table  4  illustrates  a  hypothetical  illustra- 
tion of  a  language  requirement  facing  a 
provider.  In  the  example,  5,000  "lan- 
guage encounters"  covering  four  lan- 
guages would  require  approximately 
6,000  interpreter  contact  hours,  but  with  a 
wide  range  of  10  minutes  to  over  two 
hours.  If  we  assume  that  providers  have 
available  to  them  a  wide  range  of  lan- 
guage models,  it  is  possible  to  calculate 
potential  costs,  using  the  following  defini- 
tions: 

1.  A  "Managed  Contract"  is  a  contract 
for  interpreter  services  between  a 
provider,  e.g.,  a  hospital,  and  a  language 
bank  or  service  such  as  Seattle's  Hospi- 
tal Interpretation  Service.  Under  this 
type  of  arrangement,  the  language  service 
assumes  responsibility  for  recruiting, 
qualifying,  and  scheduling  specific  inter- 


18    Many  interpreters  are  required  to  carry  "errors  and  omissions"  liability  insurance 
that  can  run  between  $300  and  $700  per  year. 
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Number  and  Duration  of  Interpreter  Encounters 

Spanish 

Vietnamese    i       Russian 

Farsi                  Total 

0-15          I           40 

130                      40 

75                     285 

16-30                   110 

195                      55 

175                    535 

31^5         i          100 

175          i            50 

125           1           450 

46-60                   275 

350           1           175 

350          i         1,150 

60-120        !          725 

675                       75                       475                    1.950 

120+                    150 

225                      55 

200                     630 

,   Total                  ^400 
Encounters 

1.750                    450 

1,400 

5,000 

Encounter 
Hours 

1.680 

2,100                    540 

1.680 

6,000 

Table  4     Encounter  Hours  in  Hypothetical  Example 


preters,  whereas  the  provider  is  responsi- 
ble for  determining  when  an  interpreter  is 
needed  and  for  notifying  the  language 
service  of  its  needs. 

2.  "Contract  Interpreters"  are  interpreters 
who  are  hired  under  contract  directly  by 
the  provider,  instead  of  through  a  lan- 
guage service.  In  this  case,  the  direct  cost 
per  hour  is  less  than  for  managed  con- 
tracts, but  there  would  be  a  higher  man- 
agement overhead  to  account  for  the 
added  work  required  of  the  provider  in  re- 
cruiting and  managing  the  interpreters. 

3.  Staff  interpreters  could  easily  carry  the 
same  or  even  a  higher  cost  per  hour  than 
contract  interpreters  because  of  the  bene- 
fits and  overhead  associated  with  full 
time  employees.  Staff  interpreters  are  as- 
sumed to  earn  $20/hour,  inflated  by  a  fac- 
tor of  1.75  to  account  for  overhead  and 
fringe  benefits,  with  interpreter  manage- 

_ment  adding  approximately  10%  to  the  to- 
tai  cost  Staff  interpreters  provide  a  fixed 


capacity,  however,  so  that  their  effective 
unit  cost  would  decrease  as  they  become 
busier. 

4.  Volunteer  interpreters  have  no  direct 
costs  associated  with  their  use,  but  they 
would  still  carry  a  management  cost.  Vol- 
unteers are  sometimes  less  responsive  to 
management  needs.  Thus,  the  manage- 
ment time  might  actually  be  considerably 
higher. 

5.  AT&T  Language  Line  is  clearly  the 
most  expensive  way  to  obtain  language 
services  and  no  institutions  used  this  ap- 
proach for  other  than  a  last  option,  or  for 
providing  services  such  as  "call-backs" 
which  are  limited  in  duration  and  would 
be  difficult  to  manage  using  contract  in- 
terpreters. The  great  advanuge  of  AT&T 
is  its  wide  range  of  languages  and  the 
fact  that  its  charges  are  only  for  the  actual 
minutes  used  to  interpret  Because  most 
programs  that  the  study  team  encountered 


used  a  range  of  language  approachesrthe" 


S 


Macro  International.  Inc. 


total  cost  of  their  service  would  vary  ac- 
cording to  the  proportions  of  each 
method.  As  the  demand  for  individual  lan- 
guages increases,  for  example,  many  insti- 
tutions swtch  from  contracts  to  in-house 
staff  interpreters. 

How  would  a  provider  staff  a  language 
requirement  such  as  is  illustrated  in  Table 
4?  First,  the  provider  would  need  to  break 
the  requirement  into  languages,  because 
of  the  unlikely  ability  to  find  interpreters 
who  speak,  for  example,  both  Spanish 
and  Russian,  or  Russian  and  Farsi.  The 
staffing  decision  then  becomes  a  series  of 
questions  about  each  language.  How  do 
we  staff  the  Spanish  requirement?  How 
do  we  staff  the  Russian  requirement,  etc.? 

The  Spanish  requirement  would  require 
slightly  less  than  one  FTE  interpreter  , 
and  providers  could  use  any  of  the  staff- 
ing models  discussed  above.  Using  the 
cost  data  illustrated  earlier  in  Table  3,  a 
provider  might  encounter  the  costs  out- 
lined in  Table  5  for  the  1,680  hours  of 


pected  cost  range  is  shown,  except  for 
AT&T  which  has  specific  unit  costs  asso- 
ciated with  various  language  groups. 

In  this  illustration,  using  contract  inter- 
preters who  are  managed  by  the  provider 
might  be  the  least  expensive  alternative, 
except  for  use  of  an  all-volunteer  inter- 
preter approach.  In  that  case,  there  are  no 
costs  associated  with  the  interpreting 
function,  all  costs  accrue  because  of  the 
need  to  manage  the  volunteer  workforce. 
The  c  ost  range  is  so  relatively  large,  how- 
ever, that  the  most  cost-effective  solution 
would  depend  entirely  on  the  re  lative 
availability  of  interpreters  through  the 
various  methods  and  the  salary  rates  that 
can  be  negotiated.  Bee  ause  of  guaran- 
teed minimum  hours,  the  contract  inter- 
preters actually  use  more  hours  than  the 
encounters  sug  gest  would  be  necessary. 
A  15-minute  encounter,  for  example, 
would  be  charged  for  the  full  hour  for 
contract  interpreters,  whereas  in-house 
staff  or  AT&T  would  use  just  the  time  re- 
quired for  the  encounters.  In  the  case  of 


Soanish  language  intemretine.  The  ex- 

Direct  Cost 

Interpreter 
Management 

Total  Cost 

Managed  Contract                  Included 

Included 

S53,000 

Direct  Contract 

$26,500  —  $66,250 

S4.200 

$30,700  —  $70,450 

Staff 

$33,600  —  $84,000 

S4.200 

$37,800  — $88,200 

Volunteer 

-0- 

$4,200 

$4,200 

AT&T 

$221,760 

Included 

$221,760 

Table  2     Cost  Comparison  for  Providing  1,680  Hours  of  Spanish  Interpretation 


19    A  full-time  interpreter  would  provide  approximately  1920  hours  of  work. 
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in-house  staff,  they  would  be  free  to  go 
onto  other  interpreting  or  to  other  tasks. 

In-house  staff  costs  increase  in  large 
steps,  since  staff  are  hired  generally 
either  flill-time  or  half-time  to  avoid  the 
need  to  pay  benefits.  Once  staff  are 
hired,  however,  they  provide  a  certain 
fixed  capacity,  in  which  cost  no  longer 
rises  until  the  next  step  increase  is  re- 
quired because  of  exceeding  the  half-time 
or  full-time  capacity  (with  1,920  hours 
generally  viewed  as  full-time). 

The  AT&T  service  appears  to  be  so  ex- 
pensive that  no  one  would  use  them,  ex- 
cept that  many  providers  do.  Why  is  that? 
AT&T  has  certain  fixed  advantages:  (1) 
they  are  available  almost  instantly;  (2) 
they  impose  no  added  management  costs; 
and  (3)  the  ser/ice  is  terminated  at  the 
end  of  the  encounter.  Therefore,  the  mar- 
ginal cost  of  a  five-minute  AT&T  encoun- 
ter might  be  S2.20  x  5  =  SI  1.  The  same 
encounter  using  a  contract  interpreter 
could  be  as  high  as  S35-S40.  For  some 
types  of  encounters,  then,  or  for  certain 
circumstances,  AT&T  becomes  the  most 
cost-effective  provider.  Also,  AT&T  may 
be  the  default  option  when  a  provider  en- 
counters a  language  or  a  combination  of 
language  and  timeliness-need  (emergency 
room  response)  that  can  be  filled  in  no 
other  way. 

The  analysis  could  be  extended  to  the 
other  languages,  but  the  point  would  re- 
main the  same.  The  choice  of  method  de- 


pends on  the  number  of  encounters,  the 
relative  ease  of  finding  interpreters  for 
the  language,  the  need  for  rapid  response, 
and  the  relative  salary  levels  commanded 
within  an  area  by  interpreters. 

Virtually  no  providers  visited  by  the 
study  team  relied  exclusively  on  one 
method.  The  exceptions  were  those  few 
providers  that  relied  on  a  bilingual-bicul- 
tural  staffing  approach,  in  which  all  staff 
members  spoke  the  languages  of  their  cli- 
ents. As  was  noted  earlier,  however,  this 
type  of  approach  has  limited  utility  in 
most  service  settings  in  which  dozens  of 
languages  are  faced  by  the  provider. 

B.  Other  Cost  Issues 

Providers  use  many  methods  beyond  the 
few  discussed  above.  Many  providers 
have  attempted  to  meet  their  responsibili- 
ties by  using  existing  staff  who  have  lan- 
guage capabilities.  Sometimes,  the  staff 
are  treated  as  "volunteers",  with  no  added 
pay,  while  other  providers  pay  some  kind 
of  salary  differential    .  One  large  HMO 
paid  a  salary  differential  to  its  2,500  Span- 
ish-speaking staff  (who  are  spread  across 
a  large  number  of  hospitals  and  other 
health  care  facilities  owned  by  the  HMO 
chain)  that  approximated  one  million 
dollars  per  year.  Different! ai  approaches 
used  include  the  following  ("volunteers" 
implies  that  staff  have  other  duties  be- 
yond interpreting): 

•  Volunteer  staffing  with  no  pay  dif- 
ferential; 


20 


The  survey  of  public  and  private  teaching  hospitals  completed  by  the  National 
Public  Health  and  Hospital  Institute  reports  that  16.9%  of  the  hospitals  surveyed 
reported  payments  of  Sl.OO/hour  pay  differentials,  monthly  bonuses  of  S40  to  $100, 
paid  overdme,  or  other  benefits. 
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•  Volunteer  staffing  with  a  non-fi- 
nancial reward  (e.g.,  tickets  to 
theme  parks), 

•  Volunteer  staffing  with  financial 
differential,  where  interpreting 
subtracts  from  time  available  to 
other  duties;  and 

•  Volunteer  staffing  with  financial 
differential,  where  interpreting  is 
additive  to  existing  duties. 

Many  providers  seem  unaware  of  cost 
shifting  that  can  disguise  the  actual  cost 
of  interpreter  services.  For  example,  in 
several  of  the  salary  differential  methods, 
use  of  existing  staff  as  interpreters  is 
often  treated  as  a  "cost-free"  approach  to 
interpreting.  In  fact,  the  cost  of  interpret- 
ing has  been  shifted  to  the  department 
that  employs  the  volunteer  staff  inter- 
preter, although  without  any  account- 
ability. Similarly,  sometimes  when  a 
salary  differential  is  added  for  interpret- 
ing services,  the  cost  may  be  borne  by  the 
department  in  which  the  employee  works, 
or  to  the  general  overhead  of  the  institu- 
tion. These  "hidden"  costs  not  only  dis- 
guise the  actual  cost  of  interpreter 
services,  but  also  tend  to  be  accompanied 
by  policies  that  ignore  the  need  for  qual- 
ity control  of  the  flinction.  When  cost  be- 
comes a  clearly  identifiable  component  of 
the  institution,  then  accountability  for  per- 
formance becomes  important. 

C.  The  Potential  Costs  of 
Inadequate  Services 

There  are  other  "hidden  costs"  that  can 
become  very  expensive  to  an  institution. 
These  are  costs  that  could  be  avoided 
through  use  of  effective  language  serv- 
ices. These  costs  are  associated  with  the 
consequences  of  providing  inadequate 
services. 


What  is  an  inadequate  language  service? 
It  would  be  a  service  in  which  encounters 
between  provider  and  cii  ent  include  mis- 
communication  caused  by  inadequate  un- 
derstanding of  the  respective  languages 
being  spoke  n.  It  would  include  also  mis- 
communication  caused  by  inadequate  or 
missing  translations  when  they  are  need 
ed.  For  example,  a  posted  notice  in  Eng- 
lish carrying  an  instruction  is  useless  to  a 
client  who  speaks  only  Fars  i.  Mainly, 
miscommunications  occur  through  spo- 
ken forms.  A  physician  misunderstands 
what  a  patient  is  saying  and  orders  unnec- 
essary tests,  or,  worse,  a  physician  fails  to 
order  tests  because  of  a  miscommunica- 
tion  and  the  patient's  condition  worsens. 

Patients,  we  are  told,  have  died  as  a  result 
of  a  breakdown  in  language  communica- 
tion, although  virtually  no  specific  exam- 
ples were  cited  by  people  interviewed  for 
this  study.  If  state  or  local  agencies  fail  to 
translate  documents  sent  to  their  clients 
informing  them  of  a  change  in  their 
status,  the  clients  may  or  may  not  under- 
stand the  change.  The  costs  of  such  mis- 
communication  are  hidden  currently. 
Does  such  miscommunication,  when  it  re- 
sults in  injury,  equal  malpractice?  Few 
cases  exist  to  test  this  issue.  When  inquir- 
ing of  providers,  especially  health  care 
providers,  the  study  team  was  informed 
that  malpractice  is  not  a  driving  force 
and,  therefore,  is  not  now  recognized  as  a 
cost  of  inadequate  language  services. 

There  is  some,  albeit  scant,  evidence  that 
real  costs  are  being  driven  by  miscommu- 
nication, mainly  in  the  form  of  unneces- 
sary medical  tests  ordered  because  of  a 
misunderstanding  on  the  part  of  the 
provider.  Because  such  costs  can  be  hid- 
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den  easily  in  the  complex  nnedical  ac- 
counting systems  ±at  support  claims 
processing,  it  is  perhaps  not  surprising 
that  they  do  not  surface  as  a  major  ele- 
ment that  might  drive  a  more  serious  con- 
sideration of  language  as  a  vital  provider 
service. 

6.  Systems  &  Coordination 

A.  Integrating  Language  into  the 
Service  System 

The  degree  to  which  language  services 
are  fully  integrated  into  the  service  deliv- 
ery system  is  a  key  factor  in  determining 
the  extent  to  which  LEP  clients  and 
providers  are  able  to  communicate  effec- 
tively. In  many  instances,  a  language  re- 
source may  be  available  (in  the  form  of  a 
bilingual  staff  member,  or  contraa  inter- 
preter); however,  access  to  services  and 
effective  communication  cannot  be  as- 
sured unless  there  is  a  systematic  method 
for  linking  the  LEP  client  to  the  language 
resource  at  critical  contact  points  during 
the  service  encounter,  and  ensuring  qual- 
ity standards  of  interpretation.  With  sev- 
eral notable  exceptions,  the  study  team 
observed  that  many  facilities  had  internal 
language  resources  available  but  lacked 
the  coordinated  system  to  deploy  those  re- 
sources in  an  effective  and  efficient  man- 
ner. In  the  absence  of  a  coordinated 
system,  the  burden  of  facilitating  commu- 
nication is  shifted  from  the  provider  to 
the  LEP  client.  By  default  the  client  must 
determine  which  language  resources  may 
be  available,  as  wei!  as  how  and  when  to 
access  them.  This  increases  the  potential 
for  mi scommuni cation  or  no  communica- 
tion between  the  LEP  client  and  the 
provider,  and  typically  results  in  ineffi- 
ciencies for  the  organization. 


1.  Critical  Contact  Points  in  the 
Service  Encounter 

Figure  1  illustrates  the  critical  contact 
points  during  a  service  encounter  when 
language  services  may  be  required  to  fa- 
cilitate communication.  This  diagram  il- 
lustrates three  important  points.  First, 
the  LEP  client  is  likely  to  require  interpre- 
tadon  at  different  phases  of  the  service  en- 
counter. Second,  the  LEP  client  may 
need  to  communicate  with  a  different 
provider  or  staff  member  at  each  of  the 
different  phases.  (For  example,  the  LEP 
client  must  be  able  to  communicate  with 
a  receptionist  in  order  to  schedule  an  ap- 
pointment, or  to  a  nurse  to  express  dis- 
comfort or  pain  during  an  inpatient  stay 
in  a  hospital).    Lastly,  failure  of  commu- 
nication at  any  one  of  these  points  can  po- 
tentially jeopardize  the  LEP  client's 
ability  to  access  the  service,  or  compro- 
mise his  or  her  ability  to  receive  the  ap- 
propriate service.  The  absence  of  a 
system  to  manage  communication  as  the 
LEP  client  moves  from  one  phase  of  the 
service  encounter  to  the  next  increases 
the  likelihood  that  a  failure  in  communi- 
cation will  occur. 

2.  Components  of  an  Integrated 
Language  Service 

The  study  team  observed  that  facilities 
without  a  systematic  approach  to  lan- 
guage appropriate  services  often  treated 
language  sen/ices  as  a  non-essential  ancil- 
lary service.  In  contrast,  facilities  that 
openly  acknowledged  their  obligation  to 
serve  LEP  clients  were  more  likely  to 
have  an  integrated  system  in  place.  The 
most  highly  integrated  systems  were 
found  in  Seattie  and  in  one  hospital  in 
Los  Angeles.  Generally,  top  administra- 
tors in  these  organizations  had  internal- 
ized their  responsibilities  to  facilitate 

communication  with  LEP  clients. 
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Figure  1     Critical  Contact  Points 

Typically,  fUlly  integrated  language  serv- 
ices incorporate  the  following  features: 

•  Identifies  LEP  patients  at  all  possi- 
ble entry  points  into  the  service 
system.  Some  of  the  hospitals  vis- 
ited by  the  study  team  had  a  proce- 
dure for  identifying  LEP  patients 
during  outpatient  registration  but 
not  during  inpatient  registration. 
Consequendy,  the  LEP  patient's 
ability  to  access  language  services 
depended  on  whether  he  or  she  en- 
tered the  system  as  an  inpatient  or 
an  outpatient. 

•  Links  LEP  clients  with  an  appro- 
priate language  resource  at  all 


W 


critical  contact  points  in  the  servi 
ce  encounter.  As  described  in  the 
preceding  section,  a  breakdown  in 
communication  may  occur  at  any 
nu  mber  of  points  during  a  service 
encounter.  One  hospital,  visited 
by  the  study  team,  had  interpret- 
ers available  for  the  initial  consult- 
ation with  the  physician. 
However,  when  the  patient  was 
hospitalized  there  was  no  system 
in  place  to  alert  the  nurses  that  the 
patient  could  not  communicate  in 
English.  Moreover,  the  nurses 
had  received  no  education  on  how 
or  when  to  utilize  the  in-house  in- 
terpreters, so  this  resource,  while 
available,  was  untapped  and  a 
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breakdown  in  communication  oc- 
curred unnecessarily  (the  problem 
was  resolved  after  a  needs  assess- 
ment was  completed  and  training 
provided  to  the  nursing  staff).  The 
facilities  which  had  the  most 
highly  integrated  language  pro- 
grams: (1)  had  developed  central- 
ized systems  for  arranging 
interpreter  encounters;  (2)  em- 
ployed full  time  interpreter  coordi- 
nators on  staff,  and  (3)  provided 
a  central  number  to  call  to  request 
interpreter  services. 

•  Guarconees  that  language  services 
are  available,  without  unreason- 
able delay  during  normal  service 
hours.  Language  services  should 
be  available  during  regular  operat- 
ing hours.  If  the  facility  is  a  hospi- 
tal, this  means  that  language 
services  should  be  available  24 
hours  a  day.  Many  hospitals  rely 
on  a  combination  of  interpreter 
models  to  expand  language  cover- 
age. For  example,  a  hospital  may 
employ  in-house  interpreters  to 
handle  the  majority  of  language  re- 
quests during  daytime  hours  and 
rely  on  the  AT&T  language  line  to 
ensure  coverage  at  night.  Another 
hospital  maintained  two  portable 
speaker  phones  on  rolling  carts 
which  were  designated  for  AT&T 
language  line  interpreter  encoun- 
ters. The  portability  of  these 
phones  ensured  that  interpretation 
in  any  language  couid  be  provided 
in  any  place  throughout  the  hospi- 
tal regardless  of  whether  there  was 
aphonejackin  theroom.  Without 
a  system  in  place  to  identify  alter- 
native language  resources  and  a 
protocol  for  deploying  those  re- 
sources,  the  potential  for  a  commtp 


ni cation  breakdown  or  delay  is  in- 
creased. The  study  team  found 
that  many  hospitals  maintain  lists 
of  staff  who  speak  a  language 
other  than  English.  These  indi- 
viduals are  asked  to  interpret  on  an 
ad  hoc  basis,  although  problems 
with  such  an  approach  can  occur 
when  these  bilingual  volunteer 
staff  are  off-duty  or  unavailable  to 
serve  as  interpreters  and  no  back- 
up system  is  in  place. 

•  Maximizes  the  mimber  of  lan- 
guages that  can  be  interpreted 
without  unreasonable  delay,  no 
matter  how  infrequently  the 
provider  encounters  the  specific 
language.  An  integrated  system, 
enables  the  provider  to  identify  al- 
ternative language  resources,  (both 
internally  and  in  the  community) 
which  can  be  deployed  on  an  as- 
needed  basis  to  increase  the 
number  of  languages  that  can  be 
covered.  This  does  not  mean  that  a 
provider  should  employ  an  inter- 
preter for  every  language  that  the 
facility  is  likely  to  encounter. 
Generally,  providers  rely  on  staff 
interpreters  or  bilingual  staff  to  ac- 
commodate LEP  clients  who 
speak  the  dominant  language  in 
the  service  area.  Less  commonly 
encountered  languages  can  be  ac- 
commodated through  the  AT&T 
language  line,  participation  in  a 
community  language  bank,  hiring 
contract  interpreters  for  temporary 
assignments,  or  enlisting  the  serv- 
ices of  a  volunteer  interpreter 
through  a  formal  arrangement. 


Ensures  uniform  standards  of 
quality  in  the  interpreter  encoun- 
ter. There  is  currently  an  active- 
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debate  surrounding  the  issue  of 
standards  for  interpretation  in  the 
health  and  social  service  setting. 
This  study  does  not  attempt  to  de- 
fine a  standard  of  competency  for 
interpretation    However,  at  a  mini- 
mum, providers  should  apply  the 
same  standard  to  all  individuals, 
who  engage  in  interpretation 
within  their  facility.  Frequently, 
individuals  whose  job  title  desig- 
nates them  as  an  interpreter  are  re- 
quired to  pass  an  assessment  exam 
while  bilingual  staff  in  the  same  fa- 
cility who  serve  as  interpreters  on 
an  ad  hoc  basis  are  not  so  re- 
quired. This  inconsistency  com- 
promises the  quality  of 
interpretation  within  the  organiza- 
tion. 

Monitors  language  service  activity 
levels  and  associated  costs.  Only 
a  few  facilities  colleaed  data  on 
the  number  of  requests  for  inter- 
preter services  and  the  number  of 
associated  interpreter  encounters. 
Without  this  information,  it  is  im- 
possible for  any  program  to  effi- 
ciently allocate  and  manage 
language  resources  in  a  cost-effec- 
tive manner.  For  example,  if  a  fa- 
cility receives  a  few  infrequent 
requests  for  interpretation  in  Ko- 
rean, it  may  be  cost  effective  to 
rely  on  a  bilingual  staff  member  or 
a  contract  interpreter  to  fill  occa- 
sional requests.  As  the  volume  of 
requests  for  Korean  language  in- 
creases, it  may  prove  more  cost-ef- 
fective to  hire  a  full-time  staff 
interpreter. 


B.  Community  Coordination: 
Sharing  Resources 

While  coordination  within  an  organiza- 
tion can  determine  how  the  LEP  client 
can  gain  access  to  services  and  continue 
to  receive  appropriate  services,  the  level 
of  coordination  external  to  the  organiza- 
tion or  community  coordination  often 
sets  the  tone  for  progress  made  within  a 
city  or  town.  The  study  team  observed 
that  large  facilities,  such  as  hospitals  and 
medical  centers,  tended  to  have  devel- 
oped systems  of  coordination.  Smaller 
providers,  such  as  clinics,  health  depart- 
ment programs,  and  private  physicians 
professed  an  interest  in  serving  LEP  cli- 
ents, but  because  of  a  lack  of  resources 
could  not  even  consider  hiring  interpreter 
staff.  Smaller  provid  ers  tended  to  opt  to 
provide  language  services  in  the  form  of 
bilingual,  usually  bicultural,  staff,  if  they 
provid  ed  the  services  at  all.  Large 
providers,  even  those  with  highly  rated  in- 
terpreter services  programs,  admitted  to 
difficulties  in  offering  24-hour  coverage 
and  locating  interpreters  for  obscure  lan- 
guages. 

In  some  areas,  it  was  observed  that 
providers  and  advocates  worked  together 
to  devise  solutions  to  language  problems 
in  different  provider  facilities.  In  Boston, 
interpreter  services  coordinators  at  sev- 
eral hospitals  are  collaborating  on  a 
shared  pool  of  contract  interpreters,  a  uni- 
form way  to  screen  and  train,  and  a  sys- 
tem to  monitor  performance.  In  Boston, 
Worcester,  and  Seattle,  training  programs 
for  medical  interpreters  are  sponsored  by 
local  colleges  and  universities.  The 
courses  are  designed  by  hospital  profes- 
sionals who  work  closely  with  interpret- 
ers, physicians,  and  educators  to  capture 
the  needs  of  the  local  community.  It  was 
also  observed  that  the  services  provided 
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by  language  banks  are  not  in  demand  im- 
mediately upon  implementation,  but  as 
providers  draw  comfort  in  using  the  serv- 
ice, business  increases.  After  only  three 
years  in  business,  the  language  bank  in 
Worcester  grew  from  serving  three  health 
care  providers  to  well  over  25. 

The  extent  of  community  collaboration 
around  language  access  services  depends 
on  a  number  of  factors:  caring,  motivated 
and  charismatic  advocates;  the  local  po- 
litical climate,  support  from  top  manage- 
ment within  the  medical  community; 
academic  and  educational  commitment  to 
training  programs;  the  degree  of  existing 
turf  issues  for  patients;  the  active  involve- 
ment of  legal  services;  and  an  interest  in 
the  greater  community.  Many  advocates 
and  providers  encountered  by  the  study 
team  freely  admitted  little  knowledge  of 
what  other  providers  were  doing,  even 
those  that  were  located  within  their  own 
cities.  It  is  interesting  to  note  that  in  the 
Boson  area,  there  were  several  different 
groups  that  had  formed  to  advocate  for 
language  services  for  the  LEP,  and  key  in- 
dividuals in  some  groups  had  not  even 
met  their  counterparts  in  others. 

The  process  of  establishing  community 
coordination  is  easier  to  describe  than  to 
implement.  While  some  of  the  features 
described  in  the  first  part  of  this  section 
could  be  modified  to  fit  the  needs  of  a 
community,  the  most  difficult  aspect  of 
community  coordination  can  be  bringing 
all  the  appropriate  providers,  advocates, 
and  interested  parties  together  to  discuss 
ways  to  change  a  system.  Individuals 
from  many  different  organizations  may 
need  to  air  problems  with  the  current  sys- 
tem, defend  past  actions,  lament  a  lack  of 
resources,  and  express  their  "wish  lists" 
before  real  action  can  be  planned  and  im- 


plement. Those  behaviors  should  be  an- 
ticipated and  viewed  as  a  healthy  intro- 
duction to  systems  change.  The  fact  that 
people  who  come  from  different  back- 
grounds can  meet  together  around  a  com- 
mon goal — providing  language  services 
to  the  LEP  residents  in  a  commu- 
nity— demonstrates  some  level  of  com- 
mitment to  the  issue. 

Community  collaboration  has  empowered 
advocates  and  providers  to  devise  pro- 
grams that  not  only  meet  the  needs  of  the 
LEP  citizens,  but  also  enrich  the  commu- 
nity environment,  strengthen  the  local 
economy,  increase  cultural  diversity,  and 
foster  harmonious  relationships.  In  Los 
Angeles,  sadly  the  site  of  much  racial  and 
ethnic  tension,  one  provider  relayed  angst 
over  the  role  that  the  media  has  played  in 
inciting  different  groups  to  rail  against 
one  other.  Instead  of  writing  about  the 
positive,  collaborative  activities  that  are 
occurring,  journalists  often  choose  to  fo- 
cus on  strife  and  mayhem,  feeding  into 
the  broad  societal  anger  and  unrest  that 
characterizes  much  of  urban  America.  In 
all  three  cities  visited,  community  col- 
laboration has  been  a  catalyst  for  lan- 
guage services,  but  in  differing  degrees. 


7.  Quality  Assurance 

Too  often,  the  complexity  of  effective 
communication  is  underestimated.  As 
noted  throughout  this  report,  a  host  of  fac- 
tors other  than  language,  (i.e.,  culture, 
educational  level,  familiarirv  with  the 
service  setting,  degree  of  acculturation) 
can  have  a  potentially  signitlcant  impact 
on  an  individual's  ability  to  communicate 
or  understand  a  particular  message.  Nev- 
ertheless, providers  and  LEP  clients 
often  mistakenly  assume  that  because  a 
-person  is  fluent  in  a  language  other  than — 
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English,  he  or  she  is  qualified  or  prepared 
to  serve  as  an  interpreter  in  a  health  or  so- 
cial ser/ice  setting.  Similarly,  providers 
and  LEP  clients  assume  that  a  person 
who  is  a  self-declared  bilingual  is  suffi- 
ciently fluent  in  English  and  the^econd 
language  to  communicate  effectively  in 
any  situation.  This  is  not  always  true.  In- 
terpretation in  the  health  and  social  serv- 
ice setting  may  require  knowledge  of 
technical  terms,  professional  jargon,  or  an 
ability  to  communicate  sensitive  informa- 
tion (i.e.,  a  diagnosis  of  terminal  cancer, 
or  the  conditions  under  which  a  child 
may  be  removed  from  the  home  due  to  al- 
legations of  child  abuse  and  neglect).    Al- 
though medicine  is  not  the  only  field  in 
which  communication  is  problematic,  im- 
perfen  communication  in  the  medical 
arena  can  lead  to  morbidity,  or  even  inad- 
vertent and  premature  death. 

This  repon  does  not  attempt  to  define 
quality  standards  for  interpreters  or  pre- 
scribe a  set  of  essential  skills  that  all  inter- 
preters working  in  a  health  or  social 
service  setting  should  possess.  However, 
the  question  arises  as  to  what  steps  a 
provider  can  take  to  demonstrate  a  good 
faith  effort  to  ensure  effective  communi- 
cation thro  ughout  the  organization?    A 
quality  assurance  system  that  includes  a 
mechanism  for  screening,  training,  and 
mortitoring,  along  witii  a  policy  that  out- 
lines the  professional  responsibilities  of 
an  interpreter,  is  one  such  ste  p  to  assure 
a  minimum  standard  of  effective  commu- 
nication. 


A.  Assessment  of  interpreter  Skills 

There  is  a  growing  awareness  of  the  im- 
portance of  assessing  the  linguistic  skills 
of  individuals  who  serve  as  interpreters. 
The  provider  should  be  confident  that  the 
individual  responsible  for  facilitating 
communication  is  sufTiciendy  fluent  in 
English  and  the  second  language  to  meet 
the  interpretation  needs  of  both  the  LEP 
client  and  the  provider.  Despite  this 
awareness,  providers  still  rely  heavily  on 
self-declared  bilingual  individuals,  whose 
skills  have  not  been  assessed,  and  who 
have  received  little  or  no  training  to  serve 
as  interpreters.  A  1992  study  of  fifteen 
Chicago  area  hospitals  and  health  associa- 
tions found  that  it  was: 


''"  Common  practice  in  area  hospitals . . . 
to  maintain  a  list  of  all  employees  who 
speak  a  language  other  than  English. 
These  employees  may  range  in  Job  duties 
from  Janitor  to  doctor.   Their  qualifica- 
tions are  only  that  they  are  able  to  speak 
Vietnamese,  Polish,  Urdu,  or  Russian ...'" 
These  " .  .  .volunteers  are  not  tested  for 
their  foreign  language  proficiency,  their 
knowledge  of  medical  concepts,  technol- 
ogy or  terminology."  " 

The  Macro  study  team  also  observed  this 
phenomenon  during  the  site  visits  to  Bos- 
ton and  Los  Angeles  and  surmise  that  the 
practice  is  not  uncommon  throughout  the 
United  States.  In  addition,  most  commu- 
nity volunteer  interpreters  who  accom- 
pany patients  are  similarly  unqualified  for 
the  job  of  medical  interpreter. 


2 1     W.  Siegal,  Immigrants  at  Risk:  Language  and  Cultural  Barriers  Experienced  by 
Multi-Ethnic  Patients  in  a  Sample  of  Chicago  Hospitals  and  Health  Associations. 
Paper  prepared  for  the  Chicago  Institute  on  Urban  Poverty  Travelers  &.  Immigrants 
Aid.  April  1992.  p.  5.  ' 
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For  the  purposes  of  this  study,  a  distinc- 
tion is  made  between  a  skills  assessment 
and  certification  of  interpreters.  AskiUs 
assessment  can  be  conducted  by  an  or- 
ganization based  on  its  own  internal  defi- 
nition of  the  critical  skills  required  for 
effeaive  interpretation  within  the  organ- 
izational setting.  Ceriijicaiion,  implies 
that  there  is  a  uniform  set  of  skills  that  all 
professionals  working  in  the  field  have 
accepted  as  the  required  minimum  stand- 
ard of  competency.  C era fi cation  exams 
are  usually  conduaed  by  an  impartial 
body  outside  of  the  provider  organiza- 
tion. 

There  is  an  emerging  debate  over  what 
"critical"  skills  an  interpreter  should  pos- 
sess. At  a  minimum  most  study  respon- 
dents agreed  that  an  interpreter  should 
demonstrate  oral  fluency  in  both  English 
and  the  second  language  and,  for  those 
working  in  a  medical  setting,  some 
knowledge  of  basic  medical  terms  and 
body  parts.  The  ability  to  translate  writ- 
ten materials  was  seen  as  a  specialized 
skill.  While  facilities  acknowledged  that 
they  needed  translations  of  particular 
documents,  providers  did  not  generally 
believe  it  to  be  essential  that  all  interpret- 
ers possess  this  skill.  There  was  consider- 
able debate  over  how  to  measure  oral 
fluency  and  little  agreement  over  what 
constituted  "basic  medical  terms  and 
body  parts."    One  particularly  innovative 
hospital -based  interpreter  program  con- 
ducted a  survey  of  physicians  and  health 
professionals  to  develop  a  list  of  "key 
medical  terms."  Tnis  list  was  incorpo- 
rated into  the  hospital's  handbook  for  in- 
terpreters. All  interpreters  were  expected 
to  understand  and  explain  the  key  medi- 
cal terms  in  English  and  the  other  lan- 
guage. 


The  study  team  found  that  the  debate  sur- 
rounding competency  of  interpreters  was 
particularly  strong  in  the  BostonAVorces- 
ter  area  and  virtually  non-existent  in  Los 
Angeles.  Many  of  the  Boston  programs 
had  begun  developing  internal  standards 
of  competency  and  accompanying  skills 
assessment  exams.  Some  of  these  assess- 
ment exams  had  been  developed  inde- 
pendently. Others  sought  input  from  a 
variety  of  sources  including  community 
colleges,  agencies  involved  in  certifying 
court  interpreters,  private  language  com- 
panies such  as  Beriitz,  and  the  U.S.  De- 
partment of  State's  Foreign  Service 
language  program.  Often  the  assessment 
exams  were  not  applied  uniformly  to  all 
individuals  involved  in  interpreting 
within  the  organization.  For  example,  in 
several  hospitals,  an  individual  whose 
job  title  designated  her  as  an  interpreter 
was  required  to  pass  a  skills  assessment 
exam  while  bilingual  staff  who  served  in- 
formally as  interpreters  on  an  ad  hoc  ba- 
sis were  not.  Such  inconsistencies 
compromise  the  quality  of  interpretation 
within  an  organization.  Only  one  hospi- 
tal applied  its  internal  assessment  exam 
uniformly  to  all  individuals  involved  in 
interpreting  regardless  of  their  job  title. 
This  hospital  required  all  bilingual  staff 
who  expressed  an  interest  in  "volunteer- 
ing" as  interpreters  to  pass  the  same 
screening  test  as  paid  staff  interpreters. 
Paid  interpreters  and  "volunteer"  staff  in- 
terpreters were  also  required  to  attend  the 
same  standard  orientation  and  training 
session. 

B.  Certification  of  interpreters 

Certification  implies  a  uniform  set  of 
skills  that  all  professionals  working  in  the 
field  hav,  .accepted  as  the  required  mini- 
mum standard  of  competency.  These 
standards  are  usually  developed  and  sanc- 
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tioned  by  professionals  working  in  the 
field  and  are  tied  to  both  a  system  of  train- 
ing and  professional  licensing    In  many 
professio  ns  it  is  illegal  to  work  as  a  pro- 
fessional in  the  field  without  being  certi- 
fied or  licensed.  For  example,  lawyers, 
ac  countants,  and  physicians  must  all 
pass  a  standard  professional  exam  before 
they  are  able  to  practice  in  their  respec- 
tive fields.  Certification  generally  results 
in  an  increase  in  the  remuneration  paid  to 
the  certified  profes  sional,  since  there  is 
an  assumption  that  certification  guaran- 
tees a  standard  level  of  quality  or  compe- 
tency. For  example,  certified  interpreters 
working  in  the  Federal  courts  are  paid 
$250  per  day  while  non-certified  inter- 
preters are  paid  an  average  of  $120  per 
day. 

There  is  an  aaive  debate  surrounding  cer- 
tification of  medical  interpreters,  as  well 
as  certification  of  interpreters  working  in 
the  social  service  setting.  The  debate  is 
due,  in  part,  to  the  fact  that  the  profession 
of  medical  interpretation  is  still  evolving. 
The  debate  focuses  on  several  issues. 
Should  those  working  in  the  field  of  medi- 
cal interpretation  develop  their  own  stand- 
ards and  certification  process  or  should 
they  follow  the  models  established  by 
court  or  conference  interpreters?  Who 
should  be  responsible  for  establishing 
competency  standards  for  medical  inter- 
preters? Should  the  standards  be  devel- 
oped at  the  state,  local,  or  national  level? 
What  skills  should  the  standards  cover? 
Who  should  be  responsible  for  adminis- 
tering and  bearing  the  cost  of  the  actual 
certification  process? 

A  brief  overview  of  the  competency 
standards  and  certification  processes  for 
court  interpreters  and  interpreters  for  the 
deaf  illustrates  the  complex  array  of  is- 


sues faced  by  those  concerned  with  inter- 
pretation in  the  health  and  social  service 
senings. 

Interpreters  for  the  Deaf.  Standards  of 
competency  and  cenifl cation  for  interpret- 
ers for  the  deaf  are  handled  by  The  Regis- 
try of  Interpreters  for  the  Deaf,  Inc. 
(RID).  RID  is  a  national  association  that 
certifies  all  sign  language  interpreters  and 
transliterators  who  pass  a  standardized 
evaluation  test.    RED  offers  eighteen  dif- 
ferent professional  certifications  indicat- 
ing varv'ing  degrees  of  skill  and 
proficiency  levels.  Written  and  perform- 
ance exams  are  administered  by  RID  rep- 
resentatives at  various  testing  sites 
around  the  countr/  throughout  the  year. 
RID  continuously  revises  and  updates  the 
various  evaluation  tests. 

Federal  Court  Interpreters.  Compe- 
tency standards  for  interpreters  working 
in  the  Federal  courts  were  established  by 
law  under  the  Federal  Coun  Interpreter's 
Act  of  1978  (amended  in  1988).  The  Fed- 
eral Administrative  Office  of  the  U.S. 
Courts  is  responsible  for  oversight  of  the 
certification  process.  The  certification  ex- 
ams are  administered  by  the  University  of 
Arizona  once  every  two  years.  Certifica- 
tion is  offered  in  Spanish,  Haitian  Creole 
and  Navajo.  The  exam  includes  both  a 
written  and  oral  component  and  is  revised 
each  time  it  is  offered.  The  federal  certifi- 
cation exam  has  a  very  low  pass  rate  (esti- 
mated between  4  and  6  percent).  Many 
individuals  interviewed  for  this  study  ex- 
pressed the  view  that  the  standards 
adopted  by  the  Federal  courts  are  unrea- 
sonably rigorous. 

State  Court  Interpreters.  Each  state  is 
responsible  for  establishing  its  own  com- 
petency standards  for  coun  interpreters. 
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However,  most  states  do  not  have  any 
uniform  standards  in  place.  California, 
Washington,  and  New  Jersey  are  among 
the  few  that  have  developed  viable  test- 
ing programs  to  certify  coun  interpreters. 
Each  state  has  developed  language  spe- 
cific exams  to  meet  its  own  needs.  For 
example,  New  Jersey  certifies  Spanish, 
Portuguese,  and  Haitian  Creole  while 
Washington  cenifies  many  Asian  lan- 
guages including  Viemamese,  Cambo- 
dian, and  Cantonese.  Currently,  the 
National  Center  for  State  Courts,  a  non- 
profit policy  group,  is  exploring  the  possi- 
bility of  helping  states  develop 
cooperative  agreements  that  would  en- 
able them  to  share  exams  and  avoid  re-de- 
velopment of  existing  assessment  tools. 

A  few  states  are  getting  involved  in  devel- 
oping certification  exams  for  interpreters 
woricing  in  the  health  or  social  service 
sector.  The  state  of  Washington  has  de- 
veloped a  standardized  test  that  covers 
language  skills  and  knowledge  of  the  so- 
cial services  (some  label  it  as  knowledge 
of  state  bureaucratic  jargon).  Washing- 
ton state  is  also  developing  a  test  for 
medical  interpreters  which  is  being  hotly 
debated.  The  state  of  California  offers 
certification  for  medical  interpreters.  In- 
terestingly, in  the  Los  Angeles  area,  it  ap- 
peared that  few  interpreters  working  in 
the  medical  field  had  been  certified  by 
the  state.  In  general,  only  a  few  provid- 
ers were  aware  that  the  state  operated  a 
certification  program.  Those  who  knew 
about  its  existence  expressed  the  view 
that  the  exam  was  prohibitively  expen- 
sive and  did  not  measure  the  appropriate 
skills. 

In  Washington,  California,  and  Massachu- 
setts, the  study  team  encountered  exam- 
ples of  professionals,  working  in  thefidd_ 


of  medical  interpreting,  who  are  banding 
together  in  an  efTort  to  develop  standards 
of  competency  that  eventually  could 
serve  as  the  basis  for  developing  a  certifi- 
cation exam.  Most  of  these  profession- 
als are  currentiy  employed  as  medical 
interpreters,  coordinators  of  hospital- 
based  interpreter  programs,  or  are  affili- 
ated with  local  universities  and 
community  colleges.  In  June  of  1994, 
representatives  of  these  fledgling  groups 
and  newly  formed  associations  met  in  Se- 
attie,  Washington  to  exchange  informa- 
tion and  share  ideas  about  their  efforts  to 
develop  competency  standards  for  medi- 
cal interpreters. 

C.  Training 

Training  can  be  an  important  component 
of  an  effective  interpreter  program.  Tradi- 
tionally, interpretation  has  been  viewed 
as  a  "specialized"  service  provided  for 
the  benefit  of  tiieLEP  individual.  How- 
ever, particularly  in  th  e  medical  setting, 
there  is  a  growing  recognition  that  the  in- 
terpreter serves  two  clients — the  LEP  in- 
dividual and  the  provider.  In  a  medical 
and  social  service  setting,  the  Job  of  the 
interpreter  is  to  facilitate  two-way  com- 
munication between  the  two  clients. 
Consequentiy,  training  is  essential  for 
both  the  interpreter  and  the  professional 
woricing  with  the  interpreter.    Training 
for  the  interpreter  may  focus  on  skills  de- 
velopment, defining  the  role  of  the  inter- 
preter in  the  service  encounter,  or 
specialized  knowledge  the  interpreter 
must  have  to  work  effectively  in  the  par- 
ticular service  setting.  Training  for  the 
professional  focuses  on  learning  how  to 
work  with  an  interpreter  to  faciliute  com- 
munication with  the  LEP  patient  or  client. 
While  most  respondents  expressed  the 
view  that  training  was  critical,  training 
for  interpreters  working  in  the  medical 
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and  social  service  settings  is  still  not 
widely  available  and  training  for  provid- 
ers who  work  with  interpreters  is  virm- 
ally  non-existent.  Most  individuals  who 
serve  as  interpreters  in  health  care  facili- 
ties and  social  service  agencies  do  so 
with  little  or  no  formal  trainine. 


training  for  medical  students  on  how  to 
work  with  an  interpreter.  As  pan  of  a 
general  publication  on  improving  patient 
adherence  to  tuberculosis,  aimed  at  pub- 
lic health  professionals,  the  Centers  for 
Disease  Control  developed  a  set  of  euide- 
lines  for  working  with  interpreters." 


The  study  team  visited  or  colleaed  infor- 
mation about  several  hospitals  and  com- 
munity colleges  that  were  developing 
training  courses  for  medical  interpreters. 
The  duration  and  content  of  these  courses 
varied  widely.  Community  college 
courses  usually  provide  20  to  40  hours  of 
instruction.  Hospital-based  programs  usu- 
ally consist  of  an  initial  8  to  16  hour  ori- 
entation or  informal  ongoing  seminars  on 
a  monthly  basis.  The  content  of  the  train- 
ing varies  as  well.  Some  courses  place  a 
heavy  emphasis  on  teaching  medical  ter- 
minology while  others  focus  on  communi- 
cation issues,  such  as  defining  the  role  of 
the  interpreter,  medical  ethics,  legal  re- 
sponsibilities, or  cross-cultural  issues  in 
health  care. 

One  hospital  in  Boston  has  developed  an 
innovative  training  program  aimed  at  phy- 
sicians and  health  care  professionals  who 
work  with  interpreters.  The  hospital  has 
produced  several  training  videos  that  help 
physicians  understand  the  role  of  the  in- 
terpreter and  provide  guidelines  for  estab- 
lishing an  effective  team  approach  to 
communication  with  the  interpreter.  A 
few  residency  programs  offer  optional 


Training  can  be  instrumental  in  helping 
to  define  the  role  of  the  interpreter  in  the 
communication  encounter  A  1993  arti- 
cle in  Patient  Care,  describes  how  the 
".  .  .  cross-cultural  medical  interview  rep- 
resents a  sharing  of  control  between  [the 
health  professional]  and  the  interpreter, 
who  holds  a  position  of  considerable 
power  as  both  a  channel  ofmformation 
and  a  broker  of  cultures.""^  Effective 
communication  is  best  facilitated  when 
the  provider,  interpreter,  and  patient  work 
as  a  team  to  ask  and  answer  questions 
and  impart  the  necessary  information. 
The  team  approach  can  work  effectively 
only  if  each  participant  clearly  under- 
stands his  or  her  role  and  responsibilities 
during  the  communication  encounter.    In 
Los  Angeles,  study  respondents  ex- 
plained that  bilingual  staff  are  frequently 
asked  to  assume  different,  often  conflict- 
ing roles  within  the  organization.  For  ex- 
ample, a  bilingual  community  health 
worker  may  serve  as  a  patient  advocate  in 
one  simation  and  an  interpreter  for  a 
monolingual  doctor  in  another.  In  the 
first  situation  the  community  health 
worker  is  expected  to  advise  and  counsel 
the  LEP  patient.  However,  the  same  bi- 


22  U.S.  Department  of  Health  and  Human  Services,  Public  Health  Service,  Centers  for 
Disease  Control  and  Prevention.  Improving  Patient  Adherence  to  Tuberculosis 
Treatment.  Revised  1994,  p.  6. 

23  D.  Buchwald,  P  V.  Caraiis,  F.  Gany,  E.J.  Hardt,  E.J.,  M.A.  Muecke,  R.W.  Putsch, 
The  Medical  Interview  Across  Cultures.  Patient  Care.  April  5,  1993,  p. 143. 
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lingua]  employee  is  expected  to  act  in  an 
objective  manner  when  serving  as  an  in- 
terpreter. 

D.  Monitoring  and  Feedback 

A  system  for  monitoring  and  feedback  al- 
lows the  provider  to  adapt  and  adjust  in- 
terpreter services  to  reflect  the 
communication  needs  of  the  organization 
in  an  efficient  manner,  thus  improving 
the  overall  quality  of  services.  Few  pro- 
grams visited  by  the  study  team  system- 
atically collected  data  on  interpreter 
requests  and  services ,  and  fewer  still  of- 
fered any  mechanism  to  assess  provider 
or  client  satisfaction  with  interpreter  serv- 
ices. Hospitals  in  the  Seattle  area  col- 
leaed  data  on  interpreter  requests, 
encounters,  and  costs.  This  data  was 
used  for  program  planning  purposes  and 
served  as  the  basis  for  receiving  reim- 
bursement from  the  State  for  contract  in- 
terpreter services.  One  HMO  used  its 
general  customer  complaint  line  to  moni- 
tor problems  associated  with  language  ac- 
cess for  LEP  clients.  The  HMO  used  a 
standard  form  to  categorize  customer 
complaints.  A  new  category  related  to 
language  barriers  was  added  to  the  form. 
Another  HMO  planned  to  add  questions 
related  to  language  barriers  and  inter- 
preter services  to  its  annual  member  satis- 
faction survey. 

E.  Policies  and  Protocols  for 
interpreters 

A  policy  or  protocol  that  provides  profes- 
sional guidelines  for  the  interpreter  is  an- 
other mechanism  that  can  b  e  used  to  help 
ensure  quality  standards.  Confidentiality 
of  patient/client  information  is  a  highly 


sensitive  mat  ter  with  legal  implications, 
particulariy  in  the  medical  setting.  Addi- 
tionally, providers  and  interpreters  may 
have  differing  philosophies  on  the  role  of 
the  interpreter  in  the  service  encounter. 
Competing  or  conflicting  philosophies  on 
interpretation  can  easily  lead  to  miscom- 
munication. 

A  policy  can  help  clarify  the  professional 
responsibilities  of  the  interpreter  and  re- 
duce the  potential  for  miscommunication 
or  a  breach  of  confidentiality.  The  study 
team  found  several  examples  of  policies 
and  professional  guidelines  that  were  de- 
veloped by  individual  providers  or  profes- 
sional associations. 

•  In  1979,  The  Registry  of  Interpret- 
ers for  the  Deaf,  Inc.  (RID)  pub- 
lished a  code  of  ethics  for  sign 
interpreters.  The  code  covers  con- 
fidentiality, the  role  of  the  inter- 
preter, and  guidelines  for 
faithflilly  conveying  the  content 
and  spirit  of  communication.  RID 
has  also  developed  a  set  of  profes- 
sional guidelines  for  working  with 
sign  interpreters  in  medical  and 
mental  health  settings. 

•  In  1988,  the  Refugee  Assistance 
Program  at  the  University  of  Min- 
nesota, developed  a  proposed  code 
of  ethics  for  interpreters  in  mental 
health  under  contract  to  the  Na- 
tional Institute  of  Mental  Health. 
This  document  includes  compre- 
hensive professional  guidelines  for 
interpreters  that  could  be  adapted 

easily  to  medical  and  social  serv- 

•         24 
ice  settings. 
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24    L.  Benhamida,  Proposed  Code  of  Ethics  for  Interpreters  in  Mental  Health  for 
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•  The  .American  Speech,  Hearing, 
and  Language  .Association 
(ASHLA),  a  national,  association 
for  speech  pathologists,  audiolo- 
gists  and  other  speech  and  lan- 
guage professionals,  is  in  the 
process  of  developing  guidelines 
for  working  with  interpreters. 
These  guidelines  will  cover  issues 
related  to  client  confidentiality, 
the  role  of  the  interpreter,  and  con- 
ducting a  speech  and  language  as- 
sessment for  the  LEP  client. 

The  study  team  also  found  a  few  exam- 
ples of  policies  that  had  been  developed 
by  individual  providers.  One  hospital  in 
Los  Angeles  had  developed  an  interpreter 
handbook.  The  handbook  included  infor- 
mation on  rules  regarding  patient  confi- 
dentiality and  a  statement  of  the 
hospital's  philosophy  on  interpretation. 
Another  Los  Angeles  hospital  had  devel- 
oped policies  around  interpreter  services 
for  Spanish-speaking  patients  only.  The 
Department  of  Public  Health  in  Massa- 
chusetts provided  guidelines  for  medical 
interpreting  services  to  hospital  facilities 
with  which  it  worked,  but  the  guidelines 
were  purposely  kept  simple.  One  hospi- 
tal in  Boston  developed  its  own  policies 
and  guidelines  for  the  benefit  of  staff,  in- 
terpreters, and  patients  and  families,  ex- 
plaining appropriate  issues  surrounding 


interpreting,  as  well  as  tips,  procedures, 
and  modes  of  interpreting. 

8.  Translations  of  Key  Materials 

According  to  Bruce  Downing,  a  nation- 
ally known  expert  in  the  field  of  medical 
and  mental  health  interpreting,  translation 
is  defined  as  ''the  conversion  of  a  static 
source  language  message  into  written 
form  in  the  target  language""^  It  is  the 
written  form  of  communication,  whereas 
interpretation  is  the  verbal  or  oral  form. 
In  many  situations,  interpreters  are  also 
asked  to  translate  hospital  and  other 
forms  for  LEP  clients.  Although  this  ac- 
tion may  be  merited  by  the  circumstance, 
such  a  request  of  an  interpreter  may  im- 
ply a  lack  of  knowledge  about  transla- 
tion. Wrinen  communication  is  usually 
produced  in  a  thoughtful  manner,  using 
research  when  necessary,  rewriting  and 
editing  until  the  final  product  is  suitable 
for  distribution.  Translation  of  written 
materials  should  occur  in  the  same  way. 
The  original  text  (or  the  source  language) 
should  be  translated  into  the  target  lan- 
guage by  using  a  process  called  back 
translation.  This  process  allows  the  trans- 
lation to  be  checked  for  quality  assur- 
ance. The  three  steps  involved  in  back 
translation  are;  (1)  translation  of  the 
source  language  text  into  the  target  lan- 
guage, (2)  translation  of  the  target  lan- 
guage text  back  into  English  or  the 
source  language  by  another  individual  be- 
sides the  translator,  and  (3)  comparison 
of  the  original  and  the  back  translation  . 
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Refugees  and  Others.  Prepared  by  the  Refugee  Assistance  Program -Mental  Health: 
Technical  Assistance  Center  at  the  University  of  Minnesota  under  contract 
#278-85-0024  CH  with  the  NadonaJ  Instimie  of  Mental  Health,  1988. 

B.  Downing,  Professional  Interpretation:  Insuring  Access  for  Refugee  and 
Immigrant  Patients.  University  of  Minnesota,  1992. 


PaqeSI 


FINDINGS 


If  there  is  a  great  amount  of  different  be- 
tween the  two  versions,  the  result  may  be 
a  translation  of  poor  quality  and  not  use- 
ful to  professionals. 


The  study  team  observed  that  difficulties 
among  providers  in  translating  all  appro- 
priate forms,  even  in  those  languages  that 
were  commonly  requested.  One  clinic  in 
Los  Angeles  serving  several  different 
Asian  clients  produced  under  various  con- 
tracts a  broad  range  of  pamphlets  and 
other  translated  documents  in  approxi- 
mate! y  six  different  languages.  In  other 
parts  of  the  country,  it  would  appear  that 
providers  have  limited  access  to  t  rans- 
lated  materials  and  are  faced  with  the 
choice  of  translating  on  their  own  time  or 
spending  staff  time  resear  ching  sources. 
Some  providers  used  outside  contract 
translators  and  were  willing  to  spend  re- 
sources on  tran  slating  forms  in  three  or 
four  key  languages. 

The  guidelines  around  what  kinds  of  ma- 
terial should  be  translated  are  clear.  Ac- 
cording to  Benhamida,  this  would 
include  ".  . .  any  written  texts  that  would 
normally  be  given  to  English-speaking  pa- 
tients, such  as  patient  education,  dis- 
charge instructions,  directions  for  using 
equipment,  information  about  medica- 
tion, informed  consent  forms,  insur- 
ance.'billing  information,  and  public 
health  materials."^^ 


Translating  of  hospital  signs  should  also 
be  pan  of  the  translation  process.  In  a 
hospital  in  the  Boston  area,  interpreter 
services  are  described  on  small  cards  that 
are  printed  in  over  a  dozen  different  lan- 
guages. A  hospital  in  Los  .Angeles  lo- 
cated within  a  Hispanic  community 
displays  signs  in  Spanish  alongside  all 
English  signs. 

9.  Population  Thresholds  in 
the  Context  of  Language 
Services 

Prominent  in  past  debates  on  potential 
regulatory  approaches  to  this  subject  is 
the  question  of  language  thresholds,  i.e., 
percentages  of  the  total  population  in  a  re- 
gion that  speak  a  specific  language, 
above  which  a  provider  would  need  to  as- 
sure language  appropriate  services.  A 
threshold  of  five  percent  was  mentioned 
and  debated  in  several  pas:  proposed  regu- 
lations. Much  of  the  debate  centered 
about  the  appropriate  percentage  to  be 
used  as  a  "trigger."  What  the  study  team 
found  in  practice — at  least  as  defined  in 
the  three  major  metropolitan  areas  vis- 
ited— was  that  a  language  threshold  was 
not  an  issue  and  might  actually  prove  to 
be  counterproductive.  In  Seattle,  Boston, 
and  Los  Angeles,  the  central  issue  was  re- 
sponsibility for  assuring  effective  commu- 
nication. In  both  Seattle  and  Boston,  that 
question  has  been  answered  largely 
through  the  assumption  of  responsibility 
by  providers.  Providers  do  not  ask  them- 


26  L.  Benhamida,  Language  Planning  in  Mental  Health  for  Refugees  and  Others: 
Obtaining  Quality  Translations.  Prepared  by  the  Refugee  Assistance 
Program-Mental  Health:  Technical  Assistance  Center  at  the  University  of 
Minnesota  under  contract  #278-85-0024  CH  with  the  National  Institute  of  Mental 
Health,  1988. 

27  Ibid. 
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selves  whether  a  patient  attempting  to  get 
treatment  at  a  hospital  speaks  a  language 
representing  more  then  five  percent  of  the 
region's  population.  The  providers  as- 
sume they  must  find  a  way  to  communi- 
cate. That  there  is  a  way — AT&T 
provides  the  ultimate  fallback —  makes  it 
possible.  In  Los  Angeles,  providers  are 
struggling  with  that  question  and  differ- 
ent providers  have  arrived  at  different  an- 
swers. There  is  no  single  policy,  as  there 
is  in  Seattle. 

If  a  regulation  were  now  to  be  issued 
with  a  threshold  defined,  two  things 
might  begin  to  happen.  First,  providers 
would  no  longer  assume  automatic  re- 
sponsibility for  effective  communication; 
second,  providers  might  then  have  to  be- 
gin diverting  valuable  resources  collect- 
ing data  on  languages  spoken  by  their 
region's  population.  This  laner  task  could 
be  done  by  anyone,  but  several  regula- 
tions assumed  that  providers  would  need 
to  collect  the  data.  This  data  is  not  cur- 
rently available  and  different  methods  are 
used  to  reach  some  conclusions  on  the 
question.  Warrant  rolls  are  used  by  the 
Washington  State  government  to  deter- 
mine how  many  languages  are  spoken  by 
recipients  of  state  services. 

A  number  of  providers  and  members  of 
the  interpreter  communit\'  stated  their 
strong  belief  that,  however  usefiil  a  regu- 
lation might  be  in  forcing  an  improve- 
ment in  services,  there  is  not  enough 


known  about  how  to  provide  this  service 
to  write  a  detailed  regulation.  Sening  lan- 
guage thresholds  is  one  of  the  subjects 
that  they  believe  should  not  be  included. 


10.  Enforcement  and  Oversight 

Without  vigilant  enforcement  and  over- 
sight, laws  and  regulations  prescribing 
the  provision  of  language  services  are 
only  minimally  effective  in  ensuring  LEP 
client  access  to  and  receipt  of  appropriate 
services.    The  study  team  observed  that 
laws  or  policies  directing  facilities  to  ac- 
commodate the  language  needs  of  LEP 
clients  were  often  a  critical  first  step  in 
forcing  providers  to  acknowledge  some 
level  of  responsibility  for  serving  the 
LEP  population.    However,  in  many  in- 
stances providers  responded  to  the  law  or 
regulation  by  taking  the  minimum  aaion 
necessary  to  demonstrate  compliance.  In- 
stead of  adapting  the  existing  service  sys- 
tem to  meet  the  language  needs  of  LEP 
clients,  or  developing  an  innovative  ap- 
proach to  language  services,  providers 
often  focused  on  conforming  to  the  letter 
of  the  law.  The  study  team  observed  that 
"paper  compliance"  with  the  law  did  not 
always  result  in  language  access  to  and  re- 
ceipt of  appropriate  services  for  LEP  cli- 
ents.   Several  study  respondents 
expressed  the  view  that  without  vigilant 
enforcement,  regulations  and  laws  were 
inherently  limited  in  their  ability  to  sig- 
nificantly improve  services  for  LEP  cli- 
ents. 
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1.  Key  Study  Questions 

The  OCR  study  asked  Macro  to  answer 
two  questions: 


a)  What  models  are  being  used  by  provid- 
ers of  health  and  social  services  to  de- 
liver language-appropriate  services  to 
LEP  persons? 

The  study  team  identified  nine  different 
language  service  "models"  including: 

•  bilingual/bicultural  providers 

•  bilingual  providers 

•  volunteer  bilingual  staff  interpret- 
ers 

•  paid  staff  interpreters 

•  volunteer  community  interpreters 

•  contract  interpreters 

•  AT&T  language  line 

•  language  bank 

•  family  and  friends 

Few  providers  relied  on  one  model  to 
meet  all  their  interpretation  and  communi- 
cation needs.  Most  providers  that  ac- 
cepted responsibility  for  effective 
communications  with  their  clients  used  a 
combination  of  methods  to  expand  cover- 
age, reduce  response  time,  and  tailor  the 
standard  of  interpretation  to  the  specifics 
of  the  service  encounter.  Given  the  com- 
plexity of  communication  in  the  health 
and  social  service  setting,  no  single  ap- 
proach or  model  was  found  to  be  inher- 
ently superior  to  another.  The  exception 


was  the  use  of  family  or  friends  which 
presents  the  greatest  potential  for  a  dan- 
gerous breakdown  in  communication  and 
poses  an  ethical  dilemma  when  minors 
are  involved  in  interpretation    Although 
the  use  of  family  and  friends  occurs, 
providers  interviewed  for  this  study  gen- 
erally felt  the  practice  should  be  discour- 
aged. Virtual  unanimity  exists  that 
minors  should  not  be  used. 

To  some  extent,  the  models  adopted  by 
the  providers  are  related  to  the  type  of 
service  being  delivered,  but  mainly  the 
methods  are  selected  out  of  economic 
considerations,  or  as  the  "default"  option, 
because  no  other  options  are  available. 
In  terms  of  facilitating  communication, 
the  actual  model  used  is  less  important 
than  whether  the  provider  has  a  system  in 
place  to  link  the  LEP  individual  with  an 
appropriate  language  resource  and  ensure 
a  standard  level  of  quality  of  interpreta- 
tion throughout  the  service  encounter. 
The  provider's  willingness  to  accept  re- 
sponsibility for  accommodating  the  lan- 
guage needs  of  LEP  clients  was  a  key 
determinant  of  effective  communication. 

b)  What  are  the  relative  costs  and  bene- 
fits of  using  these  alternative  service  de- 
livery modes? 

The  cost  of  delivering  language-appropri- 
ate services  varies  substantially,  depend- 
ing on  the  rates  negotiated  with 
interpreters  and  the  extent  to  which 
providers  believe  in  the  necessity  to  man- 
age their  language  ser/ices.  Hospital 
providers  with  large  LEP  populations  are 
incurring  costs  in  excess  of  5300,000  per 
year  and  some  providers  repon  costs  in 
excess  of  $1,000,000 '.  In  some  areas,  the 
State  of  Washington,  for  example,  the 
state  is  willing  to  reimburse  providers  of 
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health  and  social  ser\'ices  up  to  S3 7  per 
hour  for  non-inpatient  cenified  inter- 
preter services.  The  willingness  of  the 
state  to  become  so  engaged  suggests  that 
both  the  government  in  that  state  and 
most  of  the  providers  have  accepted  re- 
sponsibility for  assuring  effective  commu- 
nications. 

The  cost  of  interpreter  services  is  so 
highly  variable  that  no  one  model  appears 
to  offer  significant  cost  advantages  across 
the  full  range  of  languages  or  service 
needs.  Much  depends  on  how  many 
hours  of  interpreting  are  needed  and  on 
how  relatively  easy  it  is  to  recruit  people 
who  are  competent  in  the  languages.  The 
advantage  lies  with  those  providers  who 
are  able  to  adopt  efficient  management 
and  recruit  and  retain  effective  interpret- 
ers. Staff  interpreters,  while  potentially 
more  expensive  because  of  benefits  and 
overhead,  may  offer  greater  relative  ad- 
vantage in  effectiveness  because  of  in- 
creased competence  over  time  and 
improved  ability  to  work  effectively  with 
other  staff  professionals. 

Some  providers  might  gain  an  apparent 
cost  advantage  over  other  providers  by 
being  unwilling  to  accept  responsibility 
for  effeaive  communication.  Thus,  when 
one  provider  forces  clients  to  bring  their 
own  interpreters  and  another  supplies  that 
service,  the  former  gains  a  slight  cost 
edge.  That  edge  could  be  costly  in  an  in- 
creasingly competitive  environment,  if 
clients  elea  to  avoid  providers  that  can- 
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In  some  regions,  for  example  Los  .Ajige- 
les,  providers  have  begun  to  compete 
panly  on  their  ability  to  provide  a  bilin- 
gual capability. 

Cost  comparisons  made  by  providers  do 
not  always  include  a  full  accounting  of 
cost.  Some  providers  include  only  direct 
costs  associated  with  staff  in  comparison 
with  a  fully-loaded  cost  associated  witii  a 
language  service.  Valid  cost  comparisons 
require  that  all  costs-direct  as  well  as  in- 
direct-be  included  in  the  comparisons. 

The  benefits  of  alternative  approaches, 
like  the  costs,  depend  on  the  effectiveness 
of  provider  management.  Any  of  the 
metiiods,  including  use  of  volunteers, 
could  be  effective  if  they  are  managed  ap- 
propriately." That  management  includes 
the  following  systemic  elements: 

•  Trains  both  interpreters  and 
provider  staff  in  tiie  essentials  of 
effective  interpreting. 

•  Identifies  LEP  patients  at  all  possi- 
ble entry  points  into  the  service 
system. 

•  Links  LEP  clients  witii  an  appro- 
priate language  resource  at  all  criti- 
cal contact  points  in  the  service 
encounter. 

•  Guarantees  that  language  services 
are  available,  witiiout  unreason- 


1 


Reported  by  one  large  HMO  with  multiple  hospitals  and  clinics. 


2      This  statement  does  not  apply  to  use  of  family  or  friends  in  which  control  over 
quality  of  communication  and  ethical  issues  is  problematic. 
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able  delay  during  normal  service 
hours. 

•  Maximizes  the  number  of  lan- 
guages that  can  be  interpreted 
withou/  liureasonable  delay  no 
matter  how  infrequently  the 
provider  encounters  the  specific 
language. 

•  insures  uniform  standards  of  qual- 
ity in  the  interpreter  encounter. 

•  Monitors  language  service  activity 
levels  and  associated  costs. 

Interpreting  structures  and  services  that 
ignore  key  elements  would  be  less  effec- 
tive than  those  that  include  all  of  the  ele- 
ments. The  most  likely  element  to  be 
missing  is  training.  Most  providers  and 
oversight  institutions  are  focusing  on  test- 
ing and  certification,  which  appears  to 
miss  a  vital  element-training-that  needs 
to  be  present  in  any  high  quality  system. 

2.  Is  a  Regulation  Necessary? 

Many  providers  of  language  services  as 
well  as  government  institutions  such  as 
regional  Office  of  Civil  Rights  look  for- 
ward to  a  regulation  that  would  clarify 
and  simplify  their  jobs.  The  soidy  team 
concludes  that  a  regulation  would  be  help- 
ful in  those  regions  wherein  no  progress 
is  being  made,  but  that  other  non-regula- 
tory approaches  might  be  more  cost-effec- 
tive initially. 

a.  OCR's  main  task  is  to  convince  health 
and  social  service  providers  Lhat: 

•  TitJe  VI  language  referring  to  "na- 
tional origin"  includes  language, 
and  that  "equal  access"  applies  to 
ALL  services  receiving  Federal 


funding,  including  those  in  the 
health  and  social  service  sectors 
(i.e.  hospitals,  clinics,  health  cen- 
ters, social  service  agencies). 

•  Providers  are  responsible  for  assur- 
ing effective  communication  with 
their  clients,  because  they  are  the 
only  ones  that  can  assure  commu- 
nication quality.  Leaving  the  inter- 
preting task  to  their  clients  is 
tantamount  to  delegating  to  the  cli- 
ent the  responsibility  for  the  qual- 
ity of  communication  between 
provider  and  client.  Mistakes  or 
poor  quality  can  result  in  added 
costs  and  harm  to  clients.  Most  cli- 
ents are  ill-equipped  to  assure  ef- 
fective communication. 

b.  A  regulation  is  probably  not  possible 
or  even  useful  at  this  stage: 

•  Local  systems  are  still  developing 
and  too  many  open  questions  re- 
main about  how  best  to  assure  ef- 
fective communication. 

•  No  single  approach  is  likely  to 
emerge  as  best  and  regulations 
might  drive  out  local  innovations. 

•  Regulations  could  be  counterpro- 
ductive-a  regulation,  for  example 
that  specified  a  language  "thresh- 
old", above  which  service  institu- 
tions would  have  to  provide 
interpreters,  might  reduce  the  re- 
sponsibility now  assumed  by 
providers  in  some  regions. 

Based  on  the  available  evidence  gathered 
in  this  study,  it  seems  clear  that  the  health 
and  social  service  providers  across  the 
country  approach  this  subject  of  language 
access  very  differently.  While  flexibility 
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Still  seems  highly  useful,  a  most  impor-  expected  of  providers  in  attempting  to 

tant  next  stage  of  development  might  be  serve  a  multi-lingual  population. 


aimed  at  reaching  some  type  type  of  con- 
sensus among  providers  and  state  govern- 
ments regarding  levels  of  accommodation 
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Case  Study:  Seattle, 
Washington 

A.  Summary 

The  Seattle  area  in  particular  and  Wash- 
ington state  in  general  appear  to  have 
adopted  a  broad  philosophy  of  ser/ice  de- 
livery that  encompasses  the  population  of 
persons  with  Limited  English  Profi- 
ciency. The  area  has  been  engaged  in  de- 
velopment of  language  ser/ices  as  an 
adjunct  to  care  since  approximately  1980. 
Much  of  the  progress  can  be  attributed  to 
pressure  from  the  Region's  Office  of 
Civil  Rights,  accompanied  by  the  added 
pressure  of  Evergreen  Legal  Services,  her- 
alded by  some  as  the  "conscience"  of  the 
system.  In  response  to  the  threat  of  law- 
suits by  OCR,  the  region  has  organized  a ' 
relatively  complete  language  service  net- 
work that  now  allows  health  and  social 
service  providers  to  obtain  interpreters 
for  a  very  wide  set  of  languages  and  dia- 
lects— at  least  50  and  perhaps  many 
more.  The  number  changes  each  year 
with  the  arrival  of  new  refugees.  Bosnian 
has  been  added  recently  to  the  language 
set  in  use  and  being  served  by  Seattle's 
interpreter  community.  With  AT&T  Lan- 
guage Line,  at  least  100  languages  and 
dialects  can  be  accommodated.  In  the 
last  two  years,  the  state  Department  of  So- 
cial and  Health  Services  (DSHS)  has  be- 
gun to  pay  for  interpreter  services  when 
used  to  provide  non-inpatient  health  serv- 
ices (out-patient,  emergency  room,  and 
day  surgery)  to  clients  of  DSHS.  This 
provision  of  state  financing  has  made  a 
substantial  difference  in  the  expenses  in- 
curred by  health  providers,  although  one 
finance  direaor  in  a  prominent  Seattle 
medical  center  claims  that  he  has  yet  to 
receive  his  first  payment  for  language 
services  from  the  state. 


The  state  has  become  active  in  many 
pans  of  the  language  service  structure. 
The  state  now: 

•  pays  for  language  services 

•  has  developed  and  administers  a 
statewide  test  to  certify  interpret- 
ers— the  test  does  not  yet  cover  ex- 
plicitly medical  interpretation,  but 
that  component  is  being  added. 
Passage  of  the  test  is  required  to 
be  eligible  to  receive  state  reim- 
bursement. 

•  is  proposing  to  develop  a  "broker- 
ing" system  in  which  the  state 
would  contract  with  a  "broker" 
who  would  in  turn  manage  the  in- 
terpreter services  function  for  state 
services  that  require  language  serv- 
ices (both  health  and  social  serv- 
ices would  be  covered). 

B.  System  Costs 

Interpreter  services  vary  substantially  in 
cost,  depending  on  the  model  used.  Costs 
can  vary  even  wdthin  individual  provider 
systems,  depending  on  the  particular 
method  used  to  obtain  language  services. 
Costs  vary  as  follows: 

•  individual  interpreters  under  con- 
tract to  providers  usually  receive 
fees  approximating  S20  per  hour. 
The  fees  are  often  supplemented 
by  mileage  or  other  expenses.  Gen- 
erally a  minimum  one-hour  fee  is 
charged  by  interpreters. 

•  Interpreter  agencies  charge  fees 
ranging  from  S30  —  $40  per  hour. 
The  fees  are  higher  to  cover  the 
costs  associated  with  managing 
the  business,  profits,  and  overhead. 
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•  The  Hospital  Interpretation  Serv- 
ice (non-profit  service  operated  by 
the  Central  Seattle  Community 
Health  Centers  —  a  consortium  of 
sec.  330-funded  CHCs)  charges 
between  S3  5  —  S40  per  hour. 

•  Direct  staff  interpreters  are  used 
by  a  number  of  health  care  provid- 
ers (e.g.,  Pacific  Medical  Center) 
and  are  claimed  to  be  the  least  ex- 
pensive and  most  effective  solu- 
tion since  staff  are  more  readily 
available  and  can  perform  a  vari- 
ety of  tasks.  The  claim  of  least 
cost  needs  to  be  verified,  because 
full  time  staff  receive  benefits  not 
paid  to  contract  interpreters.  Gen- 
erally staff  interpreters  are  used 
when  the  volume  of  interpreting 
business  is  high  enough  to  warrant 
the  added  overhead  and  benefits 
costs. 

•  AT&T  Language  Line  costs 
providers  $2.75  per  minute,  after 
payment  of  certain  initial  charges. 
While  e;q)ensive,  AT&T  charges 
only  for  time  actually  used, 
whereas  interpreters  charge  typi- 
cally by  the  hour. 

•  Relatives  and  friends  are  used  al- 
though infrequendy  and  only  at 
the  express  request  of  the  pa- 
tient/client. Cleariy  such  ap- 
proaches bear  a  zero  cost  to  the 
provider,  although  they  may  result 
in  hidden  added  costs  by  prolong- 
ing an  interview,  or  by  failing  to 
produce  an  adequate  communica- 
tion between  patient  and  provider. 
Use  of  relatives  is  generally  dis- 
couraged. 


Total  costs  to  the  health  seaor  are  sub-  • 
stantial.  Two  health  care  providers  esti- 
mate their  total  costs  for  one  year  to  be 
between  5300,000  and  5400,000.  The 
costs  are  climbing  rapidly  as  Seatde's 
LEP  population  continues  to  grow.  One 
hospital  estimates  that  its  costs  have 
climbed  from  565,000  to  over  5300,000 
in  four  years.  There  are  no  readily  avail- 
able system-wide  costs,  although  Seattle- 
area  health  care  providers  almost 
certainly  exceed  55,000,000  and  state- 
wide costs  could  be  as  high  as 
510,000,000. 

C.  Models  Used  in  Seattle 

During  the  site  visit  to  Seattle,  a  number 
of  language  models  were  encountered  in 
service  providers.  Probably  because  of 
the  aggressive  stance  adopted  by  the  Re- 
gional Office  of  Civil  Rights,  service 
providers  appeared  to  have  accepted  the 
basic  principle  that  language  should  not 
be  a  barrier  to  services.  While  all  health 
care  providers  in  Seattle  were  not  visited, 
all  of  the  providers  that  participated  ex- 
pressed the  same  view — services  had  to 
be  provided  regardless  of  language.  Lan- 
guage services  include  both  spoken  and 
signed  languages.  We  encountered  one 
provider  who,  with  the  help  of  interpret- 
ers, was  able  to  examine  a  woman  who 
could  neither  hear  nor  see. 

Curiously  perhaps,  the  issue  of  popula- 
tion size  that  appears  to  dominate  much 
of  the  commentary  regarding  potential 
regulations,  was  never  raised  by  any  of 
the  providers  with  whom  we  spoke.  The 
providers  appeared  to  understand  that  it 
was  their  responsibility  to  provide  appro- 
priate interpreter  services  whenever  a  pa- 
tient/client presented  themselves  for 
service,  whether  that  patient  belonged  to 
a  large  minority  (Asian  and  Pacific-Is^^ 
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lander)  or  a  tiny  minority  as  is  the  case 
now  with  Bosnians  and  Somalis  in  Seat- 
tle. The  issue  of  population  size  seems 
conneaed  with  support  systems,  rather 
than  with  basic  services.  For  example,  the 
state  has  developed  a  test  to  certify  inter- 
preters, but  it  covers  only  the  seven  most 
fi-equently  encountered  languages. 

The  state  uses  its  "warrant  roles"   to  es- 
tablish the  languages  likely  to  be  encoun- 
tered. Thus,  the  entire  issue  of  interpreter 
competence,  as  demonstrated  by  state 
tests,  is  limited  to  major  language  groups. 
The  state  similariy  is  translating  docu- 
ments used  to  communicate  with  its  cli- 
ents. We  were  told  that  over  2,000 
documents  had  been  translated,  but  only 
the  major  languages  will  be  involved. 

In  Seattle,  we  visited  providers  who  deal 
routinely  with  40-50  languages.  Lan- 
guages and  dialects  present  throughout 
the  state  may  exceed  100.  With  such 
large  numbers,  providers  often  have  to 
search  throughout  the  community  to  find 
interpreters  who  can  function  in  that  ca- 
pacity. At  some  stage,  whatever  the 
provider  intent,  standards  give  way  to 
practical  realities.  Providers  claim  that 
they  often  go  to  community  associations 
and  advertise  in  the  newspapers  in  a 
search  for  interpreters. 

Models  encountered  during  the  site  visit 
include: 

•  Interpreters  hired  under  contract, 
either  as  individuals  or  as  part  of 
an  interpreting  service  agency. 


•  Staff  interpreters 

•  AT«S:T  Langjage  Line 

1.  Contract  Interpreters 

The  Washington  state  experience  with  in- 
terpreter services  dates  to  1980.  A  class- 
action  complaint  was  filed  in  1979, 
alleging  non-compliance  with  Civil 
Rights  laws  on  the  part  of  health  service 
providers.  The  Office  of  Civil  Rights  in- 
tervened and  essentially  threatened  legal 
action  if  steps  were  not  taken  to  assure  ac- 
cess to  care  for  persons  with  limited  Eng- 
lish proficiency.  During  that  period 
Seattle  had  seen  its  population  of  Viet- 
namese and  other  Indo-Chinese  refugees 
climb  rapidly.  In  response,  the  Indo-Chi- 
nese Language  service  was  created, 
which  turned  eventually  into  the  Hospital 
Interpretation  Program  (HIP),  now  oper- 
ated by  the  Central  Seattle  Community 
Health  Centers.  The  Seatde  Area  Hospital 
Council  was  formed  by  the  region's  hos- 
pitals to  act  as  a  non-profit  broker  for  the 
hospitals  in  arranging  for  language  serv- 
ices through  HIP. 

This  service  provided  the  bulk  of  lan- 
guage services  for  much  of  the  1980's,  al- 
though a  number  of  providers  opted  for  a 
different  approach — the  bilingual-bicultu- 
ral  staff  approach.  As  the  demand  for  lan- 
guage interpreters  escalated,  private 
language  services  began  to  form  to  partly 
serve  the  demand.  In  addition  to  these  for- 
profit  agencies,  individual  interpreters  op- 
erate as  language  service  providers  who 
contract  with  health  and  social  service 
providers. 


1      "Warrant  roles"  define  the  list  of  people  who  receive  checks  from  the  state. 
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The  basic  model  used  in  Seattle  health 
care  providers  is  as  follows: 

•  Patients  enter  the  system  either 
through  emergency  services  or 
regular  admitting  processes.  The 
admissions  forms  contain  a  manda- 
tory field  for  language,  in  which 
the  patient  is  asked  whether  they 
require  interpreter  services.  If  pa- 
tients have  difficulty  responding, 
or  signal  that  they  need  such  a 
service,  the  record  is  flagged.  Pa- 
tients who  cannot  speak  any  Eng- 
lish are  shown  a  multi-lingual  card 
(AT&T  has  developed  a  point  card 
)  and  asked  to  point  to  their  lan- 
guage. Once  the  language  is  iden- 
tified, the  admissions  process  can 
be  completed.  At  this  stage,  any  of 
several  systems  are  used  to  com- 
plete the  record — in-house  staff, 
AT&T,  or  contract  interpreters. 

•  Once  the  patient  record  is  flagged, 
each  time  that  patient  calls  for  an 
appointment  the  ser/ice  's  com- 
puter system  generates  an  automat- 
ic request  to  Interpreter  Services 
for  an  interpreter.  Interpreter  Serv- 
ices then  contacts  its  list  of  in- 
house  or  contract  providers  and 
schedules  an  appointment  for  the 
interpreter.  Where  an  interpreter 
cannot  be  matched  regardless  of 
the  effon  made,  the  appointment 
is  rescheduled.  In  unusual  circum- 


stances, AT&T  Language  Line 
may  be  used. 

•  The  interpreter  generally  signs  in 
and  out  on  a  standard  form,  indi- 
cating the  patient's  name  and  the 
service  provided.  Interpreters  are 
limited  generally  to  between  three 
and  four  hours,  after  which  they 
need  some  compelling  reason  for 
remaining  with  the  patient.  It  is 
not  unusual  for  providers  to  re- 
quest that  the  interpreter  remain 
with  the  patient  for  lengthy  stays 
(a  hospital  delivery,  for  example) 
but  such  praaices  are  discouraged 
because  of  cost.  Interpreters  are 
paid  for  their  full  stay,  even  if  ap- 
pointments are  delayed  or  patients 
fail  to  show. 

•  Interpreters  often  follow  the  pa- 
tient to  the  pharmacy  to  assure 
that  prescriptions  are  obtained  and 
the  patient  understands  the  instruc- 
tions for  taking  the  medication. 
One  interpreters  claims  she  uses  a 
"rule  of  three."  She  repeats  instruc- 
tions three  times  to  assure  that  the 
patient  understands. 

2.  In-House  Model 

A  number  of  providers  have  begun  to 
adopt  a  full  or  pardal  in-house  interpret- 
ing model.  In  the  case  of  the  Asian  Coun- 
seling and  Referral  Service  a 
bilingual -bi cultural  service  delivery 
model  is  used,  in  which  interpreters  are 


This  computerize  d  system  was  seen  in  several  providers,  but  we  do  not  know 
whether  it  represents  a  wide-spread  model.  Some  providers,  for  example  do  not 
have  an  Interpreter  Services  Unit,  but  might  have  a  pan-time  person  responsible  for 
this  activity. 
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not  used  at  all.  Instead,  service  providers 
who  are  themselves  bilingual  (or  multi- 
lingual) are  employed. 

The  in-house  model  does  not  differ  dra- 
matically from  the  contract  model  in 
terms  of  its  execution.  Clients  must  still 
be  identified  as  to  language  and  appropri- 
ate staff  scheduled  to  meet  the  needs  of 
the  client.  Cost  is  used  as  the  centr^  argu- 
ment for  the  staff  interpreter  model  ,  with 
a  number  of  institutions  opting  for  in- 
house  staff  when  the  demand  for  individ- 
ual languages  begins  to  exceed  on  a 
regular  basis  the  cost  of  contract  services. 
The  Pacific  Medical  Center,  for  example, 
brought  on  a  Russian  interpreter  and  is 
considering  hiring  a  second  in  response 
to  a  growing  demand.  Russian  is  one  of 
the  fastest  growing  language  demands  in 
the  area. 

The  bilingual-bicultural  staffing  model  is 
cleariy  the  most  difficult  to  organize  and 
operate  and  seems  appropriate  in  limited 
circumstances.  For  direct  health  care 
providers  as  large  as  the  Pacific  Medical 
Center,  Group  Health  Cooperative  of 
Puget  Sound,  or  Children's  Hospital,  an 

intprprfftpr  mrvHel  sfVTTT;  the  nnly  plaiisi- 


ble  course  The  Asian  Counseling  and  Re- 
ferral Service  provides  a  set  of  mental 
health  and  social  services  that  can  be  ac- 
commodated with  a  bilingual  staff.  Even 
here,  however,  they  admit  that  the  model 
is  more  expensive  to  operate  because  of 
the  added  staff  development  time.  In  their 
case,  they  would  add  that,  for  them  an  in- 
terpreter model  would  simply  not  work  as 
well. 

3.  AT&T  Language  Line  &  Other 
Backups 

Surprisingly,  in  this  region  wherein  lan- 
guage services  are  relatively  well-devel- 
oped and  widely  adopted  as  part  of  the 
practice,  AT&T  is  still  used  as  a  backup 
service.  Although  we  encountered  no 
services  for  which  AT&T  is  the  sole  or 
dominant  language  service,  it  is  em- 
ployed commonly  when  a  language  is  en- 
countered that  cannot  be  covered  any 
other  way,  or  where  there  is  an  immediate 
need  and  no  other  way  to  respond.  The 
language  must  be  identified  first,  but  the 
response  is  relatively  rapid  and  satisfac- 
tory in  the  opinion  of  those  who  have 
used  the  service.   No  other  formal 
backup  systems  were  identified,  although 
providers  do  rely  on  in-house  staff  who 


The  Asian  Counseling  &  Referral  Service  would  disagree  on  this  point.  They  use  a 
bicultural  service  deliver,'  model,  because  they  do  not  believe  that  an  interpreter 
model  would  provide  the  type  of  service  required  by  their  clients.  They  advocate 
their  model  as  more  costly  initially,  but  ultimately  as  more  cost-effective. 

One  worry  expressed  by  providers  is  that  the  state  "Brokering"  system,  if  it  goes 
into  practice,  will  complicate  the  delivery  of  this  limited  but  necessar>'  AT&T 
service.  Presently,  they  contract  directly  with  AT&T  and  bill  the  state  where 
appropriate.  Under  the  "Brokering"  system,  the  state's  broker  would  have  the 
contract  with  AT&T  and  the  service  provider— a  hospital  for  example— would  have 
to  contact  the  broker  and  the  broker  would  then  conuct  AT&T.  They  worry  that  this 
approach  will  slow  down  the  provision  of  services. 
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are  not  formal  interpreters  and  on  rela- 
tives when  necessar>'.  Approaches  re- 
garded widely  as  inappropriate  are: 

•  use  of  minor  children,  where  the 
need  to  obtain  personal  informa- 
tion might  be  compromised,  or 
where  the  child  could  be  placed  in 
a  conflicted  situation. 

•  use  of  staff  whose  language  skills 
are  clearly  inadequate  (interpreters 
cite  the  occasional  instance  of  a 
physician  who  wants  to  use  his/her 
school  language  skills,  despite 
their  inadequacy. 

C.  TRAINING  &  CERTIFICATION 

Washington  is  evolving  rapidly  toward  a 
system  with  its  own  standards,  albeit  with 
large  gaps  in  that  system  .  The  state  has 
developed  a  standardized  test  that  covers 
language  skills  and  knowledge  of  the  so- 
cial services  (some  label  it  as  knowledge 
of  state  bureaucratic  jargon).  The  state  is 
developing  a  test  for  medical  interpreters, 
recognized  as  badly  needed  since  the  cur- 
rent test  fails  almost  completely  to  test 
for  skills/knowledge  in  medicine.  The 
current  test  is  hody  disputed,  with  many 
believing  that  it  is  simply  a  bad  test.  Pass 
rates  are  substantially  higher  than  the  fed- 
eral court  interpreter  test  (4%)  with  pass 
rates  varying  by  language  from  25-80%. 

What  is  largely  missing  from  the  current 
system  is  a  standardized  training  system 
that  would  focus  on  both  interpreters  and 
providers — currently  the  entire  system  fo- 
cuses on  the  competence  of  interpreters. 
Seattle  interpreters  can  take  a  14  hour 
course— 77ie  Art  of  Interpreting— md 
there  are  a  few  local  colleges  that  provide 
__training.  There  is  nothing  that  could  be 


construed  as  a  standardized  training  pro- 


gram, however,  and  it  is  acknowledged  as 
a  serious  weak  point  in  the  system.  Test- 
ing without  training  is  considered  inade- 
quate as  a  response  to  the  need.  Some 
ser/ices  provide  informal  training.  For  ex- 
ample, the  Pacitlc  Medical  Center  oper- 
ates a  monthly  Interpreters  Forum  that 
provides  an  opportunity  to  discuss  sub- 
jects of  common  interest  to  area  interpret- 
ers. 

Also  missing  from  this  picture  is  any 
training  to  providers.  There  is  consider- 
able discussion  of  the  need,  but  almost  no 
substantive  response.  Part  of  the  need  is 
basic — the  "do's  and  don'ts"  of  using  in- 
terpreters in  varying  medical  settings,  for 
example.  This  type  of  training  could  per- 
haps be  accommodated  through  develop- 
ment of  a  standardized  video  (whether 
physicians  would  watch  the  video  is  an- 
other issue)  or  a  standardized  continuing 
education  course.  There  remain  broader 
issues,  however.  Culturally  competent 
services  may  well  require  more  than  lin- 
guistic accuracy.  Providers  may  have  to 
be  able  to  understand  something  of  the 
culture  of  the  patient,  or  at  least  be  open 
to  cultural  input  from  the  interpreters.  It 
is  unclear  at  this  stage  whether  or  how 
providers  can  be  trained  to  be  culturally 
aware/competent. 

The  issue  of  competence  raises  a  host  of 
related  issues  that  are  not  yet  resolved 
within  the  emerging  profession  of  inter- 
preting. There  are  substantial  differences 
in  interpreting  philosophy  as  between  le- 
gal and  medical  interpreters,  for  example 
with  legal  interpreters  insisting  that  inter- 
preters must  resist  any  attempt  to  go  be- 
yond literal  interpreting.  Medical 
interpreters  often  "scale"  their  interpreta- 
tion to  the  apparent  level  of  education/un- 
— derstanding  of  the  client  or  patient 
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Legal  interpreters  avoid  such  practice  al- 
together. A  second  issue  is  patient  advo- 
cacy, in  which  interpreters  may  provide 
information  to  patients  not  requested  in 
order  to  improve  the  ser/ices  available  to 
them.  These  issues  are  hotly  debated  and 
not  close  to  being  resolved  within  the 
field.  Medical  interpreters  believe  that  the 
fields  are  simply  different  and  require  dif- 
ferent standards.  The  field  is  still  in  its  in- 
fancy. 

D.  STANDARDS 

Where  does  federal  regulation  fit  into  this 
picture?  The  professionals  and  the  gov- 
ernment administrators  are  conflicted  on 
this  point.  Both  state  and  federal  govern- 
ment administrators  in  the  region  appear 
to  believe  that,  however  much  progress 
has  been  made,  regulations  would  help  to 
define  the  standards  that  providers  need 
to  adopt.  They  would  give  administrators 
more  leverage.  This  argument  has  consid- 
erable merit  until  one  examines  the  sys- 
tem that  has  merged  in  Seattle  and  the 
state  as  a  whole,  without  any  regulations. 
What  areas  are  covered  by  regulations? 
The  main  subjects  that  might  be  included 
in  a  federal  regulation  are: 

•  definition  of  how  to  determine 
when  a  facility  is  in  compli- 
ance—generally the  definitions  re- 
quire a  facility  to  provide 
language  services  whenever  a  par- 
ticular language  population  served 
by  the  facility  exceeds  a  fixed  per- 
centage of  its  total  service  area 
pc^Hilation.  It  is  noteworthy  that  in 
Seattle,  this  issue  did  not  arise,  be- 
cause the  providers  appear  to  un- 
derstand that  they  are  required 
under  existing  statues  to  provide 
service,  regardless  of  the  size  of 
the  linguistic  group  in  the  area. 


Fixing  a  percentage  might  argu- 
ably change  that  current  system, 
causing  providers  to  turn  away 
from  this  relatively  comprehensive 
coverage  policy. 

•  definition  of  competence  —  how 
does  a  facility  know  that  it  is  pro- 
viding culturally  competent  serv- 
ices'^ A  regulation  might  define 
that  subject  by  defining  some  edu- 
cation or  testing  standard,  neither 
of  which  exist  on  a  national  level 
at  the  moment. 

•  provider  compliance  —  the  regula- 
tions would  almost  surely  require 
someone  to  collect  and  maintain 
data  on  who  is  being  served  rela- 
tive to  the  larger  potential  service 
population.  The  regulations  would 
also  almost  surely  require  provid- 
ers to  collea  such  data  without  rec- 
ompense, thereby  adding  to  the 
cost  of  interpreter  services  with 
limited  or  no  overall  system  bene- 
fit gain.  Providers  (including  the 
state)  currently  collect  data  on  the 
population  being  served.  Neither 
the  providers  nor  anyone  else  col- 
lects data  on  the  overall  size  or  lo- 
cation of  ethnic/linguistic  groups 
in  the  region.  The  Immigration  «S: 
Naturalization  Service  collects  and 
published  some  data  on  new  immi- 
grants and  refugees  arriving  in  the 
country.  These  data  are  not  consid- 
ered accur  ate  definitions  of  the  re- 
gion's population. 

While  regulations  would  undoubtedly 
strengthen  the  hand  of  state  and  federal 
policy  officials,  the  added  benefit  at  this 
stage  is  uncertain.  Some  of  the  providers 
believe  that  the  system  is  still  emerging 
and  the  field  of  interpreting  is  starting  to 


Page  A  8 


Macro  International,  Inc. 


become  a  profession.  If  regulations  are  hope  for  is  that,  if  regulations  are  issued 

defined  too  early,  they  might  set  the  they  will  define  goals,  while  allowing 

standards  at  some  incorrect  level  and  in-  considerable  latitude  for  local  develop- 

hibit  further  development  of  the  emerging  ment. 
system.  The  best  that  the  professionals 
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Case  Study:  Boston  and 
Worcester,  Massachusetts 


of  Public  Health  and  Hospitals  to  lever- 
age providers  into  compliance. 


A.  Summary 

Discussions  with  service  providers  in 
Boston  and  Worcester,  Massachusetts 
suggest  that  notable  strides  have  been 
made  in  improving  service  delivery  to 
persons  of  Limited  English  Proficiency 
(LEP).  In  Boston  and  Worcester,  most 
hospitals  and  the  Department  of  Public 
Welfare  (DPW)  have  some  capability  to 
communicate  with  LEP  clients,  usually 
through  a  combination  of  bilingual  staff, 
staff  interpreters,  contraa  interpreters, 
and  the  AT&T  language  line.  While  a 
minimum  level  of  interpreter  services 
seems  to  be  available  in  both  the  health 
and  social  service  areas,  it  is  clear  that 
this  level  is  not  yet  adequate.  Providers 
are  now  struggling  with  issues  related  to 
expanding  coverage  and  assuring  quality 
of  interpretation. 

Both  health  and  social  service  providers 
appear  to  have  accepted  limited  responsi- 
bility for  serving  the  LEP  population. 
Providers  have  undertaken  initiatives 
without  a  state-wide  requirement  orthe 
precedenceof  a  court  decision.  How- 
ever, there  are  several  forces  working  to- 
gether to  push  providers  to  accept 
increased  responsibility  for  the  LEP  popu- 
lation. The  regional  OCR  office  has  been 
actively  involved  in  investigating  com- 
plaints in  the  social  service  area  and  at- 
tempting to  change  the  existing  system 
with  whatever  mechanisms  are  available. 
Legal  services  and  advocacy  groups  have 
played  a  major  role  in  forcing  providers 
to  establish  interpreter  services.  OCR  has 
also  worked  closely  with  the  Department 


While  there  appears  to  be  a  strong  com- 
mitment among  physicians,  medical  pro- 
fessionals, and  those  involved  directly 
with  interpreter  services;  there  seems  to 
be  a  critical  lack  of  suppon  among  high- 
level  administrators  and  financial  officers 
to  acknowledge  their  responsibility  to 
serve  the  LEP  population.  On  paper, 
most  of  the  hospitals  and  the  DPW  in 
Boston  and  Worcester  have  a  "communi- 
cation/interpreter" system  in  place.  Some 
of  these  providers  are  probably  doing  a 
reasonably  good  job  serving  LEP  clients. 
The  degree  to  which  the  system  on  paper 
matches  the  reality  of  what  happens  when 
a  client  walks  through  the  door  cannot  be 
determined  within  the  limited  scope  of 
this  study.  We  were  left  with  the  impres- 
sion that  there  are  significant  gaps  in 
terms  of  coverage  and  quality  of  inter- 
preter services.  This  raises  the  issue  of 
what  OCR's  future  role  may  be  in  investi- 
gating a  provider's  ability  to  ensure  ac- 
cess and  equal  treatment. 

There  are  many  diverse  advocacy  groups 
for  interpreter  services  throughout  the 
State,  and  several  coordinating  mecha- 
nisms were  observed  that  provide  struc- 
ture to  the  different  parties.  Currently 
Massachusetts  does  not  have  a  coordinat- 
ing body  that  can  speak  for  all. 

Payment  for  interpreter  services  is  a  sensi- 
tive issue.  It  appears  that  communicating 
with  LEP  clients  is  still  viewed  by  a 
number  of  providers  as  a  "special  serv- 
ice" rather  than  an  obligation  on  the  part 
of  providers  to  ensure  access  and  equal 
treatment  of  all  patients.  This  attitude 
manifests  itself  in  various  ways:  inade- 
quate funding  to  support  the  needed  level 
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of  inteqjreter  services,  gap  between  regu- 
lar ser/ice  hours  and  hours  when  inter- 
preter services  are  available,  little  or  no 
screening  of  interpreter  qualifications, 
and  low  levels  of  compensation  for  inter- 
preters. 

B.  LEP  Language  Groups 

Spanish  is  the  dominant  language,  fol- 
lowed by  Portuguese  (Brazilians  and 
Cape  Verdeans),  Vietnamese,  and  Haitian 
Creole.  Smaller,  but  sizable  language 
groups  include,  Greek,  Russian,  Italian, 
Cambodian,  and  Polish. 

The  inter-relationship  between  culture 
and  language  was  stressed  repeatedly. 
The  implication  is  that  eliminating  the 
language  barrier,  although  improving  ac- 
cess, will  not  necessarily  guarantee  equal 
services.  Each  language  group  poses 
unique  challenges  to  the  provider. 
Clearly,  local  communities  need  flexibil- 
ity to  adopt  creative  solutions.  As  we  ex- 
peaed,  lack  of  health  insurance, 
traditional  beliefs  about  medical  and  men- 
tal health,  legal  status  (fear  of  being  de- 
ported), and  degree  of  acculturation  were 
all  mentioned  as  important  factors  that  in- 
fluence the  individual's  decision  to  seek 
services  or  comply  with  a  treatment  regi- 
men. 

C.  Catalysts  to  Improved  Service 
Delivery 

Several  faaors  have  contributed  to 
provider  action  on  behalf  of  LEP  clients, 
but  it  must  be  mentioned  that  few  hospi- 
tals and  social  service  agencies  have 
taken  significant  action  on  their  own  in- 
itiative. One  exception  was  the  Mattapan 
Community  Health  Center  whose  pro- 
gramming is  driven  by  its  mission  to  re- 
spond to  the  needs  of  the  community.  In 


the  social  services,  OCR  and  Greater  Bos- 
ton Legal  Services,  a  legal  services 
agency,  appear  to  be  the  driving  forces 
that  brought  about  change   The  impact  of 
OCR  on  hospital  policies  is  less  evident 
The  Department  of  Public  Health's  "De- 
termination of  Need"  process  has  played 
a  significant  role  in  forcing  hospitals  to 
establish  a  minimum  level  of  interpreter 
services. 

•  Social  Services.  Notably,  the 
OCR  regional  office  successfully 
negotiated  voluntary  agreements 
with  a  hospital  in  Maine  and  the 
State  Department  of  Public  Wel- 
fare (DPW)  requiring  them  to  de- 
velop detailed  plans  for  serving 
LEP  clients.  OCR  used  the  threat 
of  a  law  suit  to  bring  the  parties  to 
the  table.  The  regional  office  is 
currently  negotiating  a  similar 
agreement  with  the  Department  of 
Medical  Security  (which  adminis- 
ters the  Medicaid  program).  The 
driving  force  behind  the 
OCR/DPW  negotiations  was 
Greater  Boston  Legal  Services 
(GBLS),  which  threatened  to  file  a 
class  action  suit  against  DPW. 

•  Hospital  Services     OCR's  role  in 
influencing  hospital  policies  has 
been  limited  to  an  informal  strat- 
egy of  exerting  pressure  on  hospi- 
tal administrators  behind  the 
scenes.  Faced  with  a  burgeoning 
workload,  OCR  efforts  have  fo- 
cused on  responding  to  com- 
plaints, which  have  mainly  been 
filed  in  the  social  services'  arena, 
rather  than  initiating  investigations. 

•  The  Department  of  Public 
Health's  "Determination  ofNeed 

Process"  has  played  an  important 
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role  in  forcing  hospitals  to  estab- 
lish some  level  of  interpreter  serv- 
ices. All  hospitals  in 
Massachusetts  are  required  to  ob- 
tain a  determination  of  need 
(DON)  certificate  from  DPH  be- 
fore undertaking  major  expansions 
or  purchase  of  expensive  equip- 
ment. Starting  in  1987,  the  Office 
of  Refugee  and  Immigrant  Health 
within  DPH  began  successfully  at- 
taching a  provision  to  the  DON 
certificate  that  required  hospitals 
to  provide  interpreter  services  as  a 
condition  for  approval.  As  a  re- 
sult, 26  hospitals  are  required  to 
establish  interpreter  programs  by 
their  DON.  While  the  DON  has 
succeeded  in  forcing  hospitals  to 
develop  an  interpreter  program  on 
paper,  there  is  widespread  concern 
that  their  true  ability  to  serve  LEP 
patients  remains  grossly  inade- 
quate. There  is  no  effective  moni- 
toring or  enforcement  mechanism 
in  place  to  assure  coverage  or  qual- 
ity of  services.  One  of  the  out- 
comes from  the  DON  process  is 
the  establishment  of  the  "inter- 
preter services  coordinator"  posi- 
tion, and  we  noted  that  these 
individuals  often  are  involved  in 
networking  activities  in  the  com- 
munity and  advocate  within  their 
own  organizations  for  increased 
service  delivery. 

D.  Coordinating  Mechanisms 

In  Massachusetts,  there  are  many  fronts 
to  interpreter  services  and  each  appears  to 
have  a  developing  system  for  integrating 
change  at  the  State  and  local  Icvds.  The 
different  coordinating  bodies,  task  fences, 
and  professional  assodadons  are  dealing 
with  a  numoer  of  issues  ranging  from  in- 


fluencing legislative  initiatives  on  inter- 
preter services  to  establishing  compe- 
tency standards  for  interpreters. 

The  Massachusetts  Medical  Interpreters 
Association  (MMIA)  has  been  meeting 
regularly  to  develop  standards  of  compe- 
tency for  medical  interpreters  that  it 
hopes  evenmally  will  be  adopted  by  area 
hospitals.  Its  membership  is  composed 
largely  of  the  interpreter  services  coordi- 
nators from  a  few  select  area  hospitals. 

The  Massachusetts  AHECs  have  devel- 
oped a  task  force  to  address  interpreter 
services  and  some  of  its  outcomes  have 
been  advocacy  at  the  State  level  and  de- 
velopment of  training  programs  for  local 
communities. 

The  Massachusetts  Law  Reform  Institute 
has  spearheaded  several  effons  directed 
at  the  State  level,  appropriately  tided  die 
"Babel  Series,"  to  increase  interpreter 
services  within  die  legal  and  medical 
community.  Babel  I  began  by  advocating 
for  an  added  line  to  legal  notices  strongly 
urging  recipients  to  use  a  interpreter/trans- 
lator, and  ended  by  attempting  to  reprint 
legal  forms  in  other  languages.  Babel  n 
tackled  the  court  system,  resulting  in  one 
county  requiring  competent  interpreters 
for  LEP  individuals  who  seek  so- 
cial/healdi  services.  Babel  lU  advocates 
for  a  statute  that  would  create  in  the  ex- 
ecutive branch  a  Bureau  of  Interpreter 
Services  and  mandate  interpreter  services 
at  acute  care  hospitals. 

Representatives  from  several  hospitals  in 
the  Longwood  Medical  Area  have  come 
together  and  formed  a  task  force  around 
interpreter  services.  They  have  organized 
a  shared  pool  of  contract  interpreters  who 
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are  assessed  and  trained  using  a  universal 
screening  tool.  In  addition,  members 
meet  regularly  to  voice  concerns,  conduct 
training  around  issues,  and  share  infor- 
mation. 

E.  Models  of  interpreter  Services 

Most  hospitals  and  social  service  agen- 
cies use  a  combination  of  "models"  to 
communicate  with  LEP  clients.  The  Mat- 
tapan  CHC  is  perhaps  the  most  advanced 
in  this  regard,  having  integrated  bilingual 
staff  at  every  level  of  service  provision, 
from  reception  through  medical  examina- 
tion and  follow-up,  to  communicate  with 
its  predominantly  Spanish  and  Haitian- 
Creole  speaking  patients. 

•  The  DPW  relies  on  bilingual  case 
workers  for  Spanish  speaking  cli- 
ents and  operates  an  internal  inter- 
preter pool  for  less  common 
languages. 

•  Hospitals  in  Boston  use  a  combi- 
nation of  bilingual  staff,  in-house 
interpreters,  contraa  interpreters 
(contraaed  directly  with  the  hospi- 
tal), and  the  AT&T  Language 
Line  for  emergency  situations  and 
less  commonly  spoken  languages. 

•  Hospitals  in  Worcester  use  the 
same  types  of  models  as  Boston, 
but  also  have  access  to  a  com  mu- 
nity-wide  language  bank  operated 
by  the  Central  Massachusetts  Area 
Health  Education  Center  (AHEC). 

•  One  hospital  in  Boston  uses  a 
linking  system  for  pediatric  pa- 
tients and  assigns  a  contract  inter- 
preter to  a  specific  patient  and 
family  during  the  entire  hospital 
stay.  This  reduces  the  costs  in 


terms  of  time  spent  in  introductory 
small  talk  and  increases  the  level 
of  trust  benveen  interpreters,  pa- 
tients, and  health  care  profession- 
als. 

•  It  appears  that  family  members 
still  are  relied  upon  regularly  as  in- 
terpreters. In  some  cases  patients 
elea  to  use  a  family  member;  in 
other  instances  the  patient  may  not 
be  aware  that  he  or  she  is  entitled 
to  an  interpreter.  Many  interview- 
ees expressed  ethical  concerns 
about  reliance  on  family  members 
as  interpreters.  The  use  of  chil- 
dren as  interpreters  is  less  com- 
mon, although  it  still  occurs. 
Most  interviewees  were  adamant 
that  the  practice  of  using  minors 
under  age  1 8  as  interpreters  should 
be  prohibited  in  all  cases. 

•  Use  of  the  AT&T  Language  Line 
is  discouraged  by  DPH.  Repre- 
sentatives interviewed  at  area  hos- 
pitals noted  that  it  was  used  as  a 
safety  net,  but  emphasized  that  it 
was  an  expensive  mode  of  inter- 
preting. All  interviewees  cited  the 
need  for  in-person  interpreters,  ad- 
mitting that  phone  interpretation 
misses  much  in  terms  of  the  physi- 
cal dynamics  of  interpreting.  In 
some  cases,  such  as  scheduling, 
call-backs,  and  follow-ups,  it  is 
considered  perfectly  appropriate  to 
engage  the  Language  Line  as  op- 
posed to  using  staff  and  contraa 
interpreters. 

Issues  surrounding  cost,  coverage,  and 
quality  of  interpreter  services  are  debated 
hotly  at  the  local  level.  It  seems  clear 
that  each  "model"  has  some  merit  given 
the  complexity  of  communicating  with  di- 
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verse  populations  in  a  variety  of  unpre- 
dictable situations.  Adopting  a  "patch- 
work" of  communication  models  allows 
providers  more  flexibility  to  respond  to 
different  patient/client  situations. 

F.  Costs  of  Interpreter  Services 

It  is  difficult  to  estimate  the  true  cost  of 
interpreter  services  at  any  facility  due  to 
the  fact  that  hospitals  and  social  service 
providers  rely  on  a  combination  of  bilin- 
gual staff,  interpreters  and  others  to  com- 
municate with  LEP  patients.  If  cost  data 
is  available,  it  usually  reflects  only  the 
cost  of  paying  contract  interpreters  and 
the  saJ an es  of  staff  interpreters.  It  is  im- 
portant to  realize  that  when  communica- 
tion between  providers  and  LEP  patients 
occurs  through  bilingual  staff  or  family 
members,  the  true  cost  of  interpretation  is 
likely  to  be  lost  in  the  current  service  cost 
data.  A  full  cost  calculation  for  "commu- 
nication" services  would  almost  surely  be 
higher  than  the  simple  cost  of  paid  inter- 
preters. To  illustrate  this  issue,  one  hospi- 
tal relies  on  volunteer  interpreters,  who 
receive  no  compensation  for  their  serv- 
ices, but  still  need  to  be  managed.  In 
other  cases,  bilingual  staff  are  used,  fam- 
ily members  are  used,  making  it  difficult 
to  assess  the  actual  cost  of  serving  LEP 
patients. 

At  two  area  hospitals,  estimated  annual 
costs  of  interpreter  services  were 
$200,000  and  $400,000  respectively.  In- 
cluded within  the  $200,000  budget  were 
four  full-time  interpreters  (three  in  Span- 
ish and  one  in  Russian),  services  for  con- 
traa  interpreters,  a  services  coordinator 
and  support  staff,  and  use  of  the  AT&T 
Language  Line.  Wherever  possible,  hos- 
pital representatives  cited  the  use  of  part- 
time  interpreter  staff  to  reduce  costs. 


Rates  paid  to  in-house  interpreter  staff 
ranged  from  S 1 1  to  S 1 7  per  hour.  It  was 
not  determined  what  was  included  within 
the  range  of  benefits.  The  rates  paid  to 
contract  interpreters  by  hospitals  in  the 
BostonAVorcester  area  range  from  $10  . 
per  hour  to  $20  per  hour.  Contract  inter- 
preters are  usually  not  eligible  for  bene- 
fits or  insurance.  In  one  contract 
covering  social  services  in  the  Worcester 
area,  the  State  Department  of  Public  Wel- 
fare pays  $39  per  hour  to  the  local  lan- 
guage bank  for  interpreter  services. 

Transportation  costs  also  must  be  fac- 
tored into  the  picture.  Some  providers 
cover  the  parking  incurred  by  their  con- 
tract interpreters  and  offer  it  as  a  competi- 
tive benefit.  Other  providers  do  not 
cover  parking  and  the  interpreters  must 
pay  between  $3  and  $6  an  hour  for  park- 
ing out  of  their  own  pocket. 

For  contract  employees,  the  minimum 
number  of  hours  to  be  billed  for  services 
also  varies  from  one  to  two  hours.  Some 
providers  pay  less  per  hour  but  require  a 
minimum  of  two  hours,  while  others  have 
higher  rates  and  bill  by  the  hour.  There  is 
some  controversy  over  standardizing  this 
policy. 

Bilingual  employees  who  are  asked  or  re- 
quired to  serve  as  interpreters,  in  addition 
to  their  primary  job  function,  rarely  re- 
ceive additional  compensation  for  this 
service.  This  practice  results  in  two  prob- 
lems. First,  since  the  employee  is  not  rec- 
ognized as  an  interpreter,  there  is  no 
attempt  to  determine  whether  the  individ- 
ual possesses  the  necessary  skills  to  per- 
form this  function.  Secondly,  employees 
may  become  resentful  when  they  are 
asked  to  assume  additional  responsibili- 
ties without  additional  compensation,  es- 
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pecially  in  those  cases  wherein  they  are 
required  to  complete  all  of  their  "regular" 
work  in  addition  to  the  interpreting. 

Several  interviewees  discussed  the  rela- 
tionship between  cost  and  quality  of  inter- 
preter services.    While  cost  is  not  the 
only  measure  of  quality,  there  is  an  as- 
sumption that  as  the  cost  of  a  service 
goes  up  the  consumer's  demand  for  qual- 
ity assurance  will  increase  accordingly. 
Until  the  medical  interpreter  is  recog- 
nized as  a  profes  sional  and  compensated 
accordingly,  the  quality  of  communica- 
tion will  remain  problematic. 

G.  Training  and  Standards  of 
Competency 

Establishing  standards  of  competency 
for  medical  interpreters  is  a  highly  sensi- 
tive, controversial  issue  at  the  local  level. 
The  issue  is  complicated  by  the  faa  that 
there  are  many  different  patient  contact 
points  during  a  medical  encounter  for 
which  interpretation  may  be  required. 
The  level  of  sophistication  and  skill  re- 
quired by  an  interpreter  at  these  different 
points  may  vary.  For  example,  schedul- 
ing an  appointment  may  require  a  differ- 
ent level  of  skill  than  assisting  with  a 
medical  interview.  In  Boston  and 
Worcester,  issues  of  quality  are  being  ap- 
proached on  numerous  fronts.  Many  hos- 
pitals have  instituted  internal  training 
programs  aimed  at  staff  and  contraa  inter- 
preters. 


Members  of  the  Massachusetts  Medical 
Interpreter's  Association  are  developing 
standards  of  competency  in  the  hope  that 
these  standards  will  be  adopted  by  area 
hospitals. 

One  of  the  physicians  at  BCH  conducts 
training  for  area  doctors  on  how  to  work 
with  medical  interpreters  and  how  to  con- 
dua  cross-cultural  medical  interviews. 

H.  Defining  "Coverage"  at  the 
Local  Level 

The  issues  surrounding  coverage  at  the  lo- 
cal level  do  not  relate  to  coverage  of  spe- 
cific language  groups  or  LEP  thresholds. 
The  idea  of  establishing  thresholds  is  ir- 
relevant to  the  debate  among  local  provid- 
ers. The  key  threshold  is  the  decision  to 
accept  responsibility  for  serving  LEP  cli- 
ents. Once  a  provider  has  passed  this 
threshold,  they  appear  to  be  willing  to 
make  substantial  efforts  to  serve  any  LEP 
client  regardless  of  the  language  spoken, 
or  the  number  of  patients  who  speak  that 
language.  The  mode  of  interpretation 
may  differ  depending  on  the  prevalence 
of  the  language  group  (staff  interpreters 
may  be  hired  to  handle  the  dominant  lan- 
guage groups  while  AT&T  language  line 
is  used  for  uncommon  languages).  Estab- 
lishing population  thresholds,  actively  de- 
bated in  earlier  discussions  of 
regulations,  could  actually  have  the  unin- 
tended effect  of  reducing  service  levels 
for  some  language  groups. 


The  AHEC  in  Worcester,  in  conjunction 
with  Clark  University,  has  developed  a 
training  program  for  local  contract  inter- 
preters who  wish  to  work  for  the  local 
language  bank  and  for  bilingual  staff 
from  area  providers  who  are  serving  as  in- 
terpreters in  addition  to  their  regular  job 
duties. 


Another  problem  with  establishing  thresh- 
olds is  that  it  is  based  on  the  assumption 
that  providers  have  definable  catchment 
areas  and  that  an  assessment  of  the  lan- 
guage groups  residing  in  these  catchment 
areas  is  possible.  This  is  not  the  case  in 
Boston  where  most  of  the  hospitals  are 
physically  located  in  a  small  geographic 
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area,  but  draw  from  a  wide  area,  some-  LEP  clients  during  regular  service  hours 

times  nationally.  If  a  catchment  area  without  unnecessary  delays. 

were  defined  on  geographic  location 

alone,  many  of  the  Boston  hospitals  /-v^„         u     l,         ,            ^,     ■    • 

,  ,   ,        M             ^            '^   ,    .  OCR  may  be  able  to  play  a  useful  role  m 

would  share  the  same  target  population  ..  li-  l-            -j               -l-,- • 

,       ,.       .,    ..,       .u    I-      >. .   r.  establishing  provider  responsibilities  to 

and  could  easily   draw  the  hnes  to  fit  .        ®*^,               *:                 . 

...        J    r-                          .u    1      .  ensunng  equal  access  and  treatment  for 

their  needs.  Coverage  issues  at  the  local  ,, ,  -„     7- 

,      ,     ,                  ■      ,      .           •.  all  LEP  pauents. 
level  relate  to  assunng  that  the  provider 

has  the  capability  to  communicate  with 


Page  B  8 


APPENDIX  C:  LOS  ANGELES, 
CALIFORNIA 


•  =*«. 


■*r*.''--    4.*-««  -S-ii^  -     i -#-■■-     •>**«    ■  -*'*■  i- 


^rrti»t^i*N  w  —  WW- 


.■■a 


Case  Study:  Los  Angeles, 
California 

This  site  visit  report  describes  the  pro- 
grams and  processes  in  place  within  se- 
lected institutions  in  the  Los  Angeles 
County  geographic  area.  Although  the 
site  visit  team  engaged  in  a  number  of 
conversations,  both  in  person  ard  by  tele- 
phone, with  persons  from  different  parts 
of  the  state  of  California,  the  report  in- 
cludes only  the  insights  gained  during  the 
visit  to  Los  Angeles.  Other  parts  of  Cali- 
fornia appear  substantially  different  from 
the  Los  Angeles  region  in  terms  of  prac- 
tices regarding  health  and  social  services 
to  persons  of  Dmited  English  Profi- 
ciency. The  site  visit  team  intends  to  in- 
corporate the  information  gained  from 
other  regions  of  the  state  in  the  final  re- 
port. 

A.  Summary 

Los  Angeles  is  a  sprawling  urban  area 
populated  by  an  extremely  large  number 
of  diverse  ethnic  population  groups.  His- 
panic populations  have  had  a  significant 
impaa  on  the  development  of  language 
services  in  the  County.  In  many  ways, 
Los  Angeles  presents  a  different  "model" 
for  addressing  the  language  barrier  than 
was  observed  previously  in  Seattle  or 
Boston.  The  Los  Angeles  model  might  be 
characterized  as  a  bilingual  (Spanish/Eng- 
lish) service  system  struggling  to  develop 
a  multi-lingual  language  service  capabil- 
ity. Currently,  in  Los  Angeles,  there  is  a 
heavy  reliance  on  bilingual  providers  and 
volunteer  bilingual  staff  interpreters,  un- 
like the  models  observed  in  Seattle  and 
Boston.  Unlike  those  cities,  the  modd  of 
a  professional  medical  interpreter  has  not 
been  adopted  widely  in  Los  Angeles.  In 
general,  it  appears  that  service  providers 


have  yet  to  develop  a  systematic  method 
for  adequately  meeting  the  needs  of  the 
many  different  language  groups. 

In  comparison  to  other  ser/ice  systems 
(especially  mental  health  and  social  serv- 
ices) hospitals  have  at  least  a  minimum 
level  of  capability  to  communicate  with 
LEP  patients.  Nonetheless,  legal  advo- 
cates expressed  the  view  that  most  hospi- 
tal interpreter  programs  are  generally 
inadequate.  Except  within  the  private, 
for-profit  sector,  resources  for  expanding 
and  exploring  language  services  are 
scarce. 

Collaboration  around  language  issues  at 
the  local  service  level  is  rare.  Most  facili- 
ties have  developed  their  interpreter  pro- 
grams or  bilingual  service  systems 
independently.  There  is  little  exchange 
among  providers  regarding  issues  such  as 
certification  or  training  of  interpreters  or 
sharing  resources  to  expand  coverage  for 
less  common  languages.  Also,  there  is 
within  the  Los  Angeles  region,  an  appar- 
ent divisiveness  around  language  issues 
that  stems  from  the  general  racial/ethnic 
tension  found  in  the  Los  Angeles  area. 

B.  LEP  Language  Groups 

In  many  ways  Los  Angeles  functions  as  a 
bilingual  city  in  Spanish  and  English. 
Spanish  language  newspapers,  radio  sta- 
tions, television  programs,  and  billboard 
advertisements  abound.  Businesses  rou- 
tinely market  to  Spanish  speaking  con- 
sumers as  evidenced  by  Spanish 
instructions  on  automatic  teller  machines 
and  fast  food  marquees.  The  New  York 
Times  recently  published  an  article  de- 
scribing the  dramatic  demographic  shif^ 
that  has  occurred  in  Los  Angeles,  much 
of  it  in  the  last  ten  years.  In  1980,  His- 
panics  represented  27.6  percent  of  the 
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population  while  ■whites  made  up  52.9 
percent.  By  1990,  the  percentage  of  His- 
panics  had  increased  to  37.8%  while 
Whites  had  dropped  to  40.8  percent.  Nu- 
merically, the  number  of  Whites  and  His- 
panics  in  Los  Angeles  county  are  roughly 
equal.  The  remaining  20  percent  of  the 
population  is  split  almost  evenly  between 
Blacks  representing  10.6  percent  and 
Asians  comprising  10.2  percent. 


The  State  of  California  has  collected  data 
on  language  groups  taken  from  the 
AFDC  recipient  rolls.  In  Los  Angeles 
County,  the  major  language  groups  were 
identified  as: 

•  Spanish  (the  dominant  language); 

•  Annenian,  Russian,  Cambodian, 
Viemamese,  Cantonese  (repre- 
senting at  least  3,000  individuals); 
and, 

•  Laotian,  Farsi,  Mandarin,  and  Ko- 
rean (comprising  at  least  1,000  in- 
dividuals). 

In  addition,  Los  Angeles  has  been  one  of 
the  nation's  top  urban  destinations  for 
newly  arriving  immigrants  and  refugees 
for  the  last  ten  years.  Consequendy, 
nearly  every  world  language  can  be 
found  in  the  county.  The  dominance  of 
Spanish  presents  a  different  case  than 
was  observed  in  the  other  two  cities  due 
to  the  sheer  numbers  involved.  To  many 
individuals  the  term  "bilingual"  is  under- 


stood as  a  reference  to  Spanish/English 
bilingual  capability.  Discussions  of  "lan- 
guage services"  for  non-Spanish  speaking 
LEP  clients  are  often  viewed  as  periph- 
eral to  the  central  dilemma  facing  provid- 
ers: how  to  create  a  Spanish/English 
bilingual  sen/  ice  system?  An  important 
caveat  related  to  the  development  of  a  bi- 
lingual Spanish/English  service  system 
should  be  noted  .  In  some  instances,  the 
pervasiveness  of  Spanish  in  commercial 
interactions,  may  create  the  perception 
that  bilingual  (Spanish/English)  health 
services  are  readily  available  and  easy  to 
access.  The  study  team  observed  that  this 
is  not  always  the  case.  In  Los  Angeles, 
the  concepts  of  the  "bilingual  provider" 
and  the  "bilingual  service  system"  need 
to  be  examined  carefully. 

C.  Catalysts  to  Initiating  Language  Serv- 
ices 

In  contrast  to  Seattle  and  the  greater  Bos- 
ton area,  pressure  from  the  Office  of 
Civil  Rights  (OCR)  or  legal  services  agen- 
cies has  not  been  the  driving  force  behind 
the  development  of  language  services  in 
Los  Angeles  County.  (It  is  possible  that 
OCR  and  legal  services  have  had  more  of 
an  influence  in  other  California  service  ar- 
eas. However,  mention  of  OCR  or  legal 
services  as  critical  players  in  the  debate 
surrounding  language  access  was  notice- 
ably absent  in  our  discussions  with  Los 
Angeles  County  providers.)  Three  fac- 
tors were  identified  in  Los  Angeles  as 
having  a  signifirant  impart  on  the  HpvpI- 
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opment  of  language  services  or  bilingual 
capability  among  providers. 

1.  California  Health  and  Safety  Code 

The  California  State  law  (section  1259  of 
the  Health  and  Safety  Code),  enaaed  in 
1991,  requires  acute  care  hospitals  to  es- 
tablish a  policy  for  "providing  language 
assistance  services  to  patients  with  lan- 
guage or  communication  barriers".  The 
intent  of  the  statute  is  "to  ensure  that  pa- 
tients with  limited  English  proficiency 
and  those  who  are  deaf  are  not  denied  ac- 
cess to  basic  health  care  services."  The 
law  requires  acute  care  hospitals  to  take 
specific  actions  to  ensure  that  their  serv- 
ices are  language  accessible  to  LEP 
groups  comprising  a  minimum  of  5  per- 
cent of  the  population  in  the  geographical 
service  area.  For  example,  hospitals  are 
required  to  prepare  and  maintain  a  list  of 
bilingual  employees  who  could  serve  as 
interpreters  and  post  notices  advising  pa- 
tients that  interpreter  services  are  avail- 
able. The  law  specifies  the  minimum 
skill  and  knowledge  levels  an  interpreter 
must  possess  in  order  to  be  considered 
"qualified." 

All  of  the  hospital  representatives  inter- 
viewed for  this  study  were  keenly  aware 
of  the  State's  legal  requirements  regard- 
ing interpreter  services.  The  law  appears 
to  have  been  effective  in  galvanizing  hos- 
pitals to  assess  their  internal  language  re- 
sources but  has  had  less  of  an  impact  on 
forcing  hospital  administrators  to  develop 
systems  for  deploying  those  resources. 
For  example,  many  hospitals  have  con- 
ducted internal  surveys  of  employees  to 
identify  those  on  staff  who  speak  a  lan- 
guage other  than  English.  However,  with 
some  notable  exceptions,  most  hospitals 
do  not  have  a  coordinated  system  in  place 
to  link  LEP  patients  with  bilingual  staff 


or  interpreters  and  provide  little  training 
to  bilingual  staff  on  how  to  serve  as  inter- 
preters. Consequently,  while  language  re- 
sources may  be  available  in  a  particular 
facilirv',  the  burden  falls  heavily  on  the 
LEP  patient  to  figure  out  how  to  access 
and  use  the  resource.  This  situation  is  in 
marked  contrast  to  the  system  observed 
in  the  Seattle  area,  where  many  of  the 
area's  health  providers  follow  a  relatively 
standard  process  of  identifying  LEP  pa- 
tients and  then  employing  a  formal  sys- 
tem that  links  those  patients  to  interpreter 
services  at  each  point  in  the  patient's  con- 
tact with  the  delivery  system. 

2.  Market  Interest  in  LEP  Populations. 

A  second  factor  which  has  influenced  the 
development  of  language  services,  is  the 
increased  competition  for  patients  among 
HMOs,  hospitals,  and  other  health  care 
providers  as  they  attempt  to  offset  rising 
health  care  costs.  In  Los  Angeles,  fierce 
competition  for  new  patient  "markets" 
has  resulted  in  HMOs  and  other  health 
care  providers  taking  a  second  look  at 
LEP  groups  who  historically  have  not 
been  part  of  their  target  client  popula- 
tions. Mariceting  efforts  have  focused  on 
the  dominant  LEP  language  groups: 
Spanish  in  Los  Angeles,  and  Chinese  in 
the  San  Francisco  Bay  area.  For  these 
language  groups,  increased  competition 
may  result  in  better  access  and  linguisti- 
cally appropriate  care.  However,  as  will 
be  discussed  in  a  later  section  of  this  re- 
port, there  is  some  skepticism  over 
whether  bilingual^icultural  marketing 
strategies  will  translate  into  more  broadly 
available  language-accessible  health  serv- 
ices. It  is  important  to  note  that  smaller, 
thojgh  still  sizable,  language  groups  have 
not  yet  become  the  focus  of  marketing  ef- 
forts. 


Page  C  4^ 


Macro  International.  Inc. 


3.  Medi-Cal  Managed  Care  Initiative. 

The  State  of  California  plans  to  shift  all 
Medi-Cal  recipients  into  a  managed  care 
health  plan  by  1996.  State-wide  there  are 
approximately  2.5  million  Medi-Cal  re- 
cipients, roughly  one  million  of  whom  re- 
side in  Los  Angeles  county.  California's 
Department  of  Health  Services  (DHS) 
plans  to  contract  with  commercial  HMOs 
to  ser/e  30-40%  of  the  Medi-Cal  popula- 
tion. The  remainder  will  be  served 
through  a  new  entity  called  the  Local  In- 
itiative Health  Authority  which  is  cur- 
rently being  established  in  each  county 
and  that  will  function  like  a  non-profit 
HMO  made  up  of  a  network  of  "tradi- 
tional providers". 

The  Medi-Cal  Managed  Care  Initiative 
has  the  potential  to  have  a  significant  im- 
pact on  the  development  of  la  nguage 
services  although  its  effects  are  only  be- 
ginning to  surface.  DHS  has  established 
cultural  and  linguistic  requirements  for 
the  Medi-Cal  managed  care  program. 
The  requirements  are  fairly  detailed  and 
include  several  provisions  of  special  inter- 
est to  OCR  including: 

•  an  interpretation  of  the  provider's 
responsibility  to  serve  LEP  pa- 
tients under  Tide  VI  of  the  Civil 
Rights  Act  of  1964, 

•  required  24-hour  access  to  inter- 
preter services  for  all  members; 

•  provision  of  linguistic  services  to 
LE?  population  groups  residing  in 


the  proposed  service  area  who 
meet  a  numeric  threshold,  and 

•    required  assessment  of  linguistic 
capability  of  interpreters  or  bilin- 
gual employed  and  contracted 
staff. 

DHS  released  the  first  request  for  applica- 
tions, which  included  these  provisions, 
and  was  directed  at  commercial  HMOs  in 
September  1994.  There  is  intense  inter- 
est among  HMOs  to  enter  the  Medi-Cal 
market  particularly  in  Los  Angeles 
county  where  nearly  40  percent  of  the 
state  Medi-Cal  population  resides.  The 
study  team  observed  that  many  HMOs 
are  already  attempting  to  incorporate 
some  level  of  Spanish  language  capabil- 
ity into  their  service  systems  as  part  of 
their  effort  to  market  to  Medi-Cal  recipi- 
ents. For  example,  one  HMO  described 
outreach  activities  aimed  at  the  Medi-Cal 
population  which  included  hosting  school 
health  fairs  in  predominately  Spanish- 
speaking  communities.  Bilingual/Span- 
ish staff  from  the  HMO  also  invite 
residents  to  attend  an  open  house,  held  at 
the  community  clinic,  where  the  HMO 
plan  is  described  in  both  Spanish  and 
English.  Currendy,  26  commercial 
HMOs  are  approved  to  accept  Medi-Cal 
clients. 

Traditional  providers  are  also  watching 
the  developments  closely  to  see  whether 
DHS  will  monitor  and  enforce  provisions 
related  to  linguistic  requirements.  It  was 
not  clear  at  the  time  of  the  study  team's 
visit  whether  the  Local  Initiative  Health 
Authority  will  be  held  to  the  same  linguis- 
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tic  and  cultural  requirements  as  the  com- 
mercial HMOs  although  it  seems  likely 
that  it  will  be. 

D.  Models  of  Hospital/Clinic 
Communication  Services 

Further  evolution  of  language  services  in 
Los  Angeles  is  being  shaped  by  two  addi- 
tional factors:  (1)  the  dominance  of  the 
Spanish  language,  and  (2)  the  sheer  num- 
bers and  diversity  of  other  language 
groups.  In  Los  Angeles,  the  study  team 
observed  a  heavier  reliance  on  bilingual 
employees  than  was  observed  in  the  other 
two  cities  visited.  Such  employees  are 
able  to  communicate  directly  with  their 
clients,  or  serve  informally  as  interpret- 
ers on  an  ad-hoc  basis.  The  concept  of  a 
professional  "medical  interpreter"  whose 
primary  job  responsibility  is  interpreting 
has  not  been  adopted  widely. 

To  describe  the  myriad  of  commimica- 
tion  approaches  employed  by  providers 
and  to  highlight  the  complexities  associ- 
ated with  a  "bilingual  model",  this  sec- 
tion of  the  report  is  divided  into  two 
parts.  The  first  section  describes  the  role 
of  the  individual  responsible  for  commu- 
nicanng  with  LEP  clients  in  the  organiza- 
tion. The  second  section  describes  how 
communication  or  language  services  are 
integrated  into  the  service  system  as  a 
whole. 

Los  Angeles  is  among  the  most  multi-cul- 
tural, multi -ethnic  cities  in  the  country, 
presenting  challenges  to  providers  who 
face  the  need  to  develop  service  systems 
that  can  respond  to  perhaps  forty  lan- 
guage groups.  It  also  means  that  poten- 
tially, ^ere  are  greater  bilingual 
resources  available  in  Los  Angeles  than 
in  many  other  cities.  This  may  explain, 
in  part,  why  the  bilingual  provider  model 


and  the  volunteer  staff  mode!  are  more 
common  in  Los  Angeles. 

1.  Bilingual  Provider: 

Around  the  Los  Angeles  area,  we  ob- 
served a  heavy  reliance  on  the  bilingual 
provider  model,  as  opposed  to  interpreter 
services.  Li  this  model,  health  care  serv- 
ices are  provided  directly  by  profession- 
als who  speak  the  primary  language  of 
the  patient.  Bilingual  "support"  staff  are 
responsible  for  performing  essential  func- 
tions such  as  patient  registration  and  ap- 
pointment scheduling  to  facilitate 
language  access  to  services.  This  model 
was  in  place  in  several  programs  visited 
by  the  study  team  including:  a  hospital- 
based  group  family  practice  in  which  all 
staff  spoke  Spanish  and  English,  a 
women's  health  clinic  which  served 
Asian  and  Hispanic  patients,  and  an  out- 
patient mental  health  clinic  for  Asian  Pa- 
cific Islanders  (API)  that  provided 
outpatient  services  in  four  primary  lan- 
guages (Korean,  Viemamese,  Japanese, 
and  Cantonese),  and  other  secondary  lan- 
guages (Mandarin,  Filipino,  Cambodian, 
Laotian,  and  Thai). 

The  bilingual  provider  model  is  most 
commonly  adopted  by  relatively  small 
programs  located  in  linguistically  ho- 
mogenous communities.  Professional 
and  support  staff  are  recruited  on  the  ba- 
sis of  their  ability  to  speak  the  desired 
language.  The  benefits  of  this  model  are 
that  it  is  perceived  to  be  the  most  cost-ef- 
fective way  to  provide  services  to  LEP 
populations,  and  that  patients  feel  more 
comfortable  speaking  in  their  primary  lan- 
guage rather  than  through  an  interpreter, 
especially  in  the  mental  health  arena. 
The  limitations  of  this  model  are  that 
only  a  small  number  of  languages  can  be 
accommodated.  The  end  result  is  that  the 
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bilingual  provider  mode!  often  excludes 
all  but  the  dominant  language  groups  in 
the  service  area. 

2.  Volunteer  Staff  Interpreters 

In  this  model,  staff  members  with  second 
language  capabilities  are  asked  to  serve 
periodically  as  interpreters  in  addition  to 
their  normal  job  duties.  The  decision  to 
serve  as  an  interpreter  is  voluntary  on  the 
part  of  the  bilingual  staff  member  who  re- 
tains the  option  to  turn  down  interpreting 
requests  if  it  interferes  with  his  or  her  pri- 
mary job  responsibilities.  We  observed 
this  model  in  two  hospitals  and  a  major 
HMO,  and  surmise  that  it  has  been  used 
frequently  in  the  past.  Bilingual  staff  are 
identified  through  an  employee  survey. 
The  names  of  those  bilingual  staff  who 
express  an  interest  are  included  on  a  ros- 
ter of  "interpreters"  who  can  be  called 
upon  on  an  ad-hoc  basis.  The  concept  of 
the  "volunteer"  interpreter  is  somewhat 
muddied  by  the  fact  that  in  some  cases  bi- 
lingual individuals  receive  additional 
compensation  for  their  language  skills 
(see  cost  section)    In  many  cases,  bilin- 
gual staff  assume  interpreting  duties  with- 
out financial  compensation. 

The  main  benefit  of  this  model  is  that  it 
allows  organizations  to  capitalize  on  their 
existing  internal  resources — the  bilingual 
capabilities  of  their  staff.  There  is  a  per- 
ception that  the  volunteer  staff  model  is 
relatively  inexpensive.  However,  as  will 
be  discussed  in  the  cost  section,  their  are 
numerous  hidden  costs  associated  with 
this  model.  The  limitations  are  many  and 
are  inherent  to  any  volunteer  model:  (1) 
limited  coverage  (both  in  terms  of  the 
availability  of  language  services  during 
regular  service  hours  and  the  number  of 
languages  that  can  be  covered),  (2)  lack 
of  proper  screening  and  training  to  assure 


competent  interpretation,  (3)  lack  of  addi- 
tional compensation  for  extra  responsibili- 
ties surrounding  interpreting,  (4) 
conflicting  priorities  as  employees  bal- 
ance interpreter  requests  with  the  de- 
mands of  their  daily  work  and  (5)  the 
hidden  costs  involved  in  diverting  staff  re- 
sources to  interpreting. 

3.  Paid  Interpreter  Staff 

The  primary  job  responsibility  of  these  in- 
dividuals is  interpretation.  We  observed 
a  general  reluctance  on  the  part  of  many 
providers  in  the  Los  Angeles  area  to  hire 
fiill  or  pan-time  staff  whose  sole  responsi- 
bility is  interpreting.  The  concept  of  a 
professional  medical  interpreter  who  pos- 
sesses a  specific  set  of  skills,  in  addition 
to  bilingual  capability,  has  not  been 
adopted  widely.  Designated  interpreters 
were  used  in  situations  where  the  volume 
of  patients  speaking  a  language  other 
than  English  was  considered  too  great  to 
be  accommodated  by  bilingual  staff  on  a 
voluntary  basis. 

4.  Volunteer  Community 
Interpreters 

In  some  cases,  individuals  who  are  mem- 
bers of  a  linguistic  community,  perhaps 
associated  with  voluntary  agencies  work- 
ing with  refugee  resettiement  issues,  or  a 
member  of  a  hospital's  volunteer  service 
group  agree  to  serve  as  interpreters. 
They  may  accompany  the  patient  from 
the  community  or  may  be  supplied  by  the 
provider  organization.  Although  one  of 
the  obvious  benefits  to  their  use  is  the  un- 
paid nature  of  the  position,  it  is  also  a 
limitation.  The  issues  discussed  above 
under  staff  volunteers  would  also  apply, 
but  an  added  one  would  be  the  need  for 
oversight  of  the  interpreting.  In  cases 
where  volunteer  community  interpreters 
provide  services  for  the  patient  at  the  re- 


PaofrCT^ 


4-4- 


i& 


APPENDIX  C-Los  Anqeies 


quest  of  the  patient,  the  burden  for  lan- 
guage service  provision  falls  upon  the  pa- 
tient, and  the  element  of  control 
surrounding  the  language  issues  through- 
out the  medical  encounter  is  raised. 
When  volunteers  are  used  and  supplied 
by  the  service  provider,  there  is  greater 
control,  but  unless  the  volunteers  are 
screened,  trained,  and  monitored,  just  as 
if  they  were  paid  staff,  the  quality,  acces- 
sibility, and  availability  are  in  jeopardy. 

E.  Integrating  Communication  and 
Language  Services  into  the 
Service  System 

Even  when  a  language  resource  is  avail- 
able (in  the  form  of  an  interpreter  or  bilin- 
gual staif  member),  access  to  services 
cannot  be  assured  unless  there  is  a  sys- 
tematic method  of  linking  the  LEP  client 
with  the  language  resource.  Moreover, 
unless  there  is  a  systematic  method  in 
place  to  screen,  train,  and  monitor  inter- 
preters, the  quality  of  an  interpreter  en- 
counter cannot  be  assured.  With  several 
notable  exceptions,  the  study  team  ob- 
served that  many  facilities  had  the  inter- 
nal language  resources  available  but  did 
not  have  a  coordinated  system  in  place  to 
deploy  the  resources  in  an  efficient  man- 
ner. 

In  order  to  facilitate  language  access,  pro- 
grams need  to  have  a  way  of  systemati- 
cally identifying  those  in  need  of 
language  assistance  at  every  possible  en- 
try point  into  the  service  system  and  a 
way  of  linking  the  client  with  a  language 
resource  at  all  critical  contact  points.  In 
one  fully  bilingual  model  such  dient  iden- 
tification is  assumed.  In  that  Group  Fam- 


ily Practice,  all  staff  from  the  reception- 
ist to  the  physicians  spoke  the  p  rimary 
language  of  the  client  population,  Span- 
ish. This  program  was  located  in  a  com- 
munity that  was  largely  Spanish  or 
Spanish/English  speaking.  In  this  situ- 
ation the  language  barrier  was  essentially 
eliminated  at  every  contact  point  for 
Spanish-speaking  clients.  As  long  as  the 
patient  spoke  English  or  Spanish  there 
was  no  need  to  "identify"  him/her  as  a  pa- 
tient in  need  of  a  language  service. 

In  contrast  to  the  bilingual  model,  most 
health  facilities  exhibit  more  diversity 
both  in  terms  of  the  linguistic  composi- 
tion of  their  staff  and  the  client  popula- 
tion in  the  catchment  area.  In  such 
programs,  formal  systems  to  identify  cli- 
ent language  needs  is  vital.  Yet,  in  only 
one  of  the  programs  visited  —  a  hospital 
—  did  a  fully  integrated  system  exist  for 
identifying  LEP  patients  and  linking  them 
Avith  the  appropriate  resource.  This  hospi- 
tal's "system"  for  facilitating  language  ac- 
cess includes  the  following  components; 

•  All  outpatient  and  inpatient  regis- 
tration forms  include  a  place  for 
patients  to  indicate  what  language 
they  are  most  comfortable  speak- 
ing and  whether  they  have  any  spe- 
cific communication  needs. 

•  The  patient's  preference  language, 
as  noted  on  the  patient's  registra- 
tion fonii,  is  entered  into  the  pa- 
tient's computerized  patient 
record.  (In-patient  and  out-patient 
computerized  record  systems  are 
linked). 


This  system  resembles  that  found  in  many  of  the  facilities  in  the  Seattle  area. 
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•  Language  preference  is  imprinted 
on  all  inpatient  identification 
plates  and  bracelets.  All  papers  in 
the  patient  charts  contain  the  E). 
imprint  (similar  to  a  credit  card). 
Staff  can  easily  refer  to  the  pa- 
tients chart  to  identify  whether  an 
interpreter  may  be  needed. 

•  Interpreters  are  arranged  through  a 
central  number.  All  hospital  de- 
partments have  received  repeated 
education  about  how  to  use  this 
number  and  access  an  interpreter. 

•  Two  portable  speaker  phones  are 
maintained  on  rolling  cans.  These 
phones  are  used  only  for  AT&T 
language  line  interpreter  encoun- 
ters. The  portability  of  these 
phones  ensures  that  interpretation 
in  any  language  can  be  provided 
in  any  place  in  the  hospital  regard- 
less of  whether  there  is  a  phone 
jack  in  the  room. 

As  mentioned  earlier,  most  hospitals  have 
language  resources  available,  but  lack  the 
type  of  integrated  system  needed  to  de- 
ploy these  resources  effectively.  For  ex- 
ample, one  hospital  had  a  method  for 
identifying  LEP  patients  during  outpa- 
tient registration  but  not  during  inpatient 
registration.  Consequently,  the  LEP  pa- 
tient's ability  to  access  language  services 
depended  on  whether  they  entered  the 
system  as  an  inpatient  or  an  outpatient 
Another  program  did  not  have  a  central- 
ized procedure  for  arranging  interpreter 
encounters,  relying  on  the  judgment  of 
the  receptionist  for  initial  arrangements 
and  requiring  all  Spanish-speaking  staff 
to  wear  special  pins  identifying  them  as 
interpreters.  The  absence  of  a  fully  inte- 
gratwl  system  shifts  the  burden  of  access- 
ing language  services  to  the  patient. 


F.  Costs  of  Interpreter  Services 

In  the  Los  Angeles  region,  cost  data  per- 
taining to  interpreter  services  is  not  as 
readily  available  as  in  the  other  two  cities 
because  of  the  strong  emphasis  on  devel- 
opment of  bilingual  service  models. 
Much  of  the  interpretation  in  Los  Ange- 
les, is  done  by  bilingual  staff  who  are  not 
designated  as  "interpreters".  While  there 
is  a  hidden  cost  involved  in  deploying 
these  staff  to  serve  as  interpreters,  none 
of  the  providers  interviewed  for  this 
study  had  assessed  the  actual  cost  per  in- 
terpreter encounter.  Some  of  the  pro- 
grams pay  bilingual  staff  a  salary 
differential.  To  be  eligible  for  a  salary 
differential,  employees  must  pass  a  lan- 
guage proficiency  exam  and  their  supervi- 
sors must  verify  that  they  will  either 
interpret  or  translate  on  a  regular  basis  in 
addition  to  their  normal  job  duties. 

Providers  that  had  the  most  highly  devel- 
oped interpreter  programs  were  also  the 
ones  who  had  invested  heavily  in  the 
planning  and  design  stage.  County  facili- 
ties have  been  given  almost  no  additional 
money  to  support  interpreter  services.  In 
contrast,  one  of  the  private  hospitals  had 
been  given  a  start-up  budget  which  en- 
abled them  to  hire  a  full-time  interpreter 
coordinator,  conduct  a  needs  assessment, 
and  hire  a  consultant  to  develop  a  comput- 
erized system  to  track  interpreter  encoun- 
ters. Staff  associated  with  this  program 
indicated  that  this  initial  investment  had 
been  critical  to  the  program's  success. 

1.  Salary  differentials 

Many  facilities  pay  salary  differentials  to 
bilingual  employees  who  provide  volun- 
teer interpreter  services  in  addition  to 
their  regular  duties.  One  organization  be- 
gan paying  salary  differentials  to  Spanish- 
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speaking  employees  as  a  result  of  union 
contract  negotiations.  The  saJary  differen- 
tials ranged  from  S3  5  to  $80  per  month. 
A  representative  from  one  of  the  HMOs 
stressed  that  building  a  bilingual  service 
system  was  not  inexpensive.  The  flMO 
has  spent  approximately  $150,000  to  de- 
velop and  operate  a  testing  program. 
However,  th  e  salary  differentials  repre- 
sent the  greatest  expenditure — nearly 
$1,000,000  per  year. 

2.  in-kind  Compensation 

One  provider  offered  bilingual  employ- 
ees other  in-kind  incentives,  to  serve  as 
"volunteer"  interpreters,  such  as  gift  cer- 
tificates to  family  amusement  parks,  res- 
taurants, and  stores.  The  gift  certificates 
were  viewed  as  a  way  to  express  the  or- 
ganizations appreciation  rather  than  a  true 
incentive  to  participate  in  the  interpreter 
program. 

3.  Salary  levels 

In  the  County  system  there  is  no  job  clas- 
sification for  an  "interpreter".  Hospitals 
may  hire  bilingual  "community  health 
workers"  whose  official  starting  salary  is 
$20,500.  Historically  community  health 
workers  were  hired  to  perform  case  man- 
agement, advocacy,  health  counseling 
and  outreach.  These  individuals  are  now 
also  being  asked  to  serve  as  interpreters. 
An  organizational  survey  of  hospitals  in 
the  Los  Angeles  area  was  conducted  in 
1992  by  Kaiser  Permanente's  Organiza- 
tion Effectiveness  Unit.  Findings  from 
this  survey  indicated  that  hospital  staff  in- 
terpreters were  paid  in  the  range  of  $10  to 
$15  an  hour,  and  most  hospitals  compen- 
sated bilingual  employees  with  salary  dif- 
ferentials. 


4.  Reducing  Operating  Costs 

One  hospital  developed  an  innovative 
method  for  reducing  operating  costs  of 
the  interpreter  program.  The  hospital 
needed  a  mechanism  to  be  able  to  contact 
and  deploy  interpreters  24  hours  a 
day /seven  days  a  week.  Instead  of  di- 
reoly  hiring  staff  to  perform  tiiis  duty, 
the  hospital  contracted  with  a  dispatch 
serviceat  a  cost  of  $12,000  per  year.  If 
the  hospital  had  used  its  own  employees 
to  run  this  service,  the  costs  would  have 
included,  staff  salaries  for  at  least  three  in- 
dividuals and  benefits. 

5.  Hidden  Costs 

Regardless  of  the  language  services 
model  chosen,  hidden  costs  should  be  a 
factor  in  projecting  expenditures  related 
to  service.  Most  language  services  budg- 
ets are  absorbed  within  the  general  and 
administrative  costs  of  an  agency  or  or- 
ganization, but  there  often  are  account- 
able measures  that  can  be  used  to 
attribute  specific  costs  with  language  serv- 
ices. Each  model  discussed  in  the  eariier 
section  on  language  services  has  its  own 
hidden  costs. 

•  Bilingual  staffing  models  rely  on 
recruiting  and  retaining  competent 
professionals  and  efforts  to  attract 
such  individuals  into  a  bilingual 
setting  may  require  additional  re- 
sources, although,  according  to  a 
study  conducted  by  the  Associa- 
tion for  Asian  and  Pacific  Islander 
Community  Health  Organizations, 
the  service  provided  has  been  de- 
termined to  be  cost  effective  as  op- 
posed to  using  interpreters. 

•  On  the  other  hand,  use  of  bilin- 
gual staff  as  volunteer  staff  inter- 
preters has  a  plethora  of  hidden 
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costs.  "Volunteer"  employees 
need  to  be  screened,  trained  and 
supervised,  and  hours  spent  on 
these  acdvities  are  simply  ab- 
sorbed by  the  cost  division  in 
which  the  employee  resides.  In  ad- 
dition, contrary  to  the  perception 
of  volunteerism,  the  actual  time 
spent  interpreting  is  not  free  to  the 
provider:  an  hour  of  a  bilingual 
physician's  time  spent  interpreting 
would  be  paid  for  tiirough  another 
cost  center  within  the  organiza- 
tion, but  would  appear  to  be  "free" 
to  the  interpreter  services  depart- 
ment. 

•  There  are  other  cost  effectiveness 
issues  surrounding  the  use  of 
higher  level  staff  in  interpreting 
situations  as  opposed  to  support 
staff.  The  employee  with  medical 
knowledge  might  be  more  expen- 
sive, but  may  ultimately  provide 
better  language  service,  whereas 
using  the  receptionist  in  a  compli- 
cated medical  encounter  may  be 
less  expensive,  the  interpretation 
may  have  errors  that  could  pro- 
duce consequences  for  the 
provider.  Another  hidden  cost 
around  any  volunteer  model 
would  be  its  inherent  reliance  on 
voluntary  participation  by  the  in- 
terpreters. When  situations  arise 
in  which  tiiere  are  no  available  in- 
terpreters, providers  reported  that 
their  backup  service  was  the 
AT&T  language  line. 

The  hidden  costs  of  using  community  vol- 
imteer  staff  are  shared  by  the  health  care 
provider  and  the  social  services  provider. 
Often,  community  volunteers  accompany 
patients  to  appointments  and  wait  with 
them  throuehout  the  entire  visit.  The  cost 


to  the  social  service  agencies  of  case 
workerv'interpreters  has  been  reponed  to 
be  enormous  at  times  when  patients  must 
wait  for  hours  to  see  the  doctor.  On  the 
other  hand,  if  the  interpreter  is  provided 
from  an  outside  source,  the  health  care 
professional  may  not  be  familiar  with  the 
interpreter's  level  of  medical  knowledge 
or  interpreting  skills  and  additional  time 
during  the  medical  visit  may  be  spent  on 
communication.  There  are  also  liability 
issues  around  patients  bringing  their  own 
interpreters  into  tiie  health  care  setting,  or 
reliance  on  interpreters  who  have  not 
been  screened  and  trained  by  the  health 
provider  agency  that  have  not  been  fully 
addressed  in  the  Los  Angeles  area.  Often 
community  interpreters  engage  in  cultural 
advocacy,  assisting  patients  in  making 
medical  decisions  and  understanding  the 
health  car  e  system,  which  could  pose  dif- 
ficulties for  the  health  provider. 

Although  the  AT&T  language  line  is  re- 
garded as  a  very  expensive  means  of  in- 
terpreting, it  was  also  mentioned  that 
billing  data  for  the  services  are  rarely  de- 
lineated and  analyzed  to  support  interpret- 
ing needs.  Many  pr  oviders  stated  that 
the  costs  were  absorbed  into  the  monthly 
AT&T  invoice;  some  did  not  have  an 
idea  of  how  much  was  spent  on  ti^ie  lan- 
guage line,  but  were  trying  to  minimize 
its  use. 

G.  Health  Maintenance 
Organizations 

The  study  team  visited  two  types  of 
KMOs:  a  group  model  (where  the  HMO 
is  also  the  health  provider),  and  a  net- 
work (where  the  HMO  contraas  with  in- 
dependent physicians  and  group  practices 
to  provide  health  care).  As  mentioned 
eariier  in  the  report,  in  response  to  stiff 
competition  for  new  patient  markets. 
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HMOs  are  increasingly  interested  in  the 
possibility  of  serving  LEP  groups  who 
historically  have  not  been  pan  of  their  tar- 
get client  population.  Not  surprisingly, 
HMOs  are  interested  in  identifying  siz- 
able LEP  groups  that  potentially  repre- 
sent viable  patient  markets.  In  the  Los 
Angeles  area,  HMO  bilingual  marketing 
and  service  initiatives  have  focused  al- 
most exclusively  on  Spanish.  Other  lan- 
guage groups,  although  significant  in 
size,  are  as  yet  unaffeaed  by  HMO  initia- 
tives. 

Both  HMOs  are  developing  Spanish  lan- 
guage capability  in  the  context  of  larger 
program  development  goals.  Neither 
HMO  set  out  to  develop  a  "language  serv- 
ice". As  a  provider,  a  Group  HMO  has 
more  control  over  policies  related  to  lan- 
guage access  at  the  service  level  than  a 
network  HMO.  Because  the  network 
HMO  serves  as  a  broker  between  the  pa- 
tient and  the  provider,  its  involvement  in 
language  access  at  the  service  level  is  nec- 
essarily limited. 

The  Group  HMO  is  in  the  process  of  de- 
veloping a  Spanish^ilinguaI  service  sys- 
tem as  part  of  a  new  Latino  Model  of 
Care  Initiative.  This  initiative  aims  to 
make  the  HMO  service  system  more  re- 
sponsive to  the  particular  health  needs  of 
Latino  members.  Representatives  from 
the  Group  HMO  stated  that  it  is  not  their 
intent  to  develop  an  "interpreter  pro- 
gram". Rather  they  are  trying  to  develop 
a  Spanish^ilingual  service  system  in 
those  HMO  facilities  located  in  service  ar- 
eas with  a  high  concentration  of  Spanish 
speaking  residents.  (The  Group  HMO  in- 
cludes eleven  medical  centers  in  the 
Southern  Region).  To  date,  2,500  of  the 
HMO's  33,000  employees  have  been 
identified  as  Spanish/English  bilinguals. 


Using  the  assessment  tool  developed  by 
the  U.S.  Department  of  State's  Foreign 
Service,  the  HMO  has  begun  testing  the 
language  proficiency  level  of  all  Span- 
ish/liilingual  staff.  Spanish/bilingual  staff 
who  pass  the  assessment  are  eligible  to 
serve  as  interpreters  (in  addition  to  their 
regular  jobs)  and  receive  a  salary  differen- 
tial of  S65  per  month.  Bilingual  staff 
wear  a  pin  that  identifies  them  as  an  inter- 
preter. At  present,  each  HMO  health  fa- 
cility is  responsible  for  establishing  its 
own  system  for  linking  LEP  clients  with 
a  designated  "interpreter". 

The  Network  HMO  is  developing  Span- 
ish language  capabilities  as  part  of  its 
larger  effort  to  serve  the  Medi-Cal  popula- 
tion. In  contrast  to  the  Group  HMO  de- 
scribed in  the  previous  section,  the 
Network  HMO  is  not  directly  involved  in 
the  provision  of  health  services.  The  Net- 
work HMO  has  hired  Spanish^ilingual 
sales  representatives  and  member  serv- 
ices representatives  and  has  translated  all 
of  its  membership  materials  into  Spanish. 
They  have  also  made  a  concerted  effort  to 
recruit  more  Spanish/bilingual  physicians 
into  the  networic  of  providers.  The  HMO 
does  not  get  involved  in  the  assessment 
of  provider  language  proficiency.  Each 
member  is  given  a  list  of  network  provid- 
ers which  indicates  which  ones  speak  a 
language  other  than  English.  The  nature 
of  this  system  inherently  places  the  bur- 
den of  ensuring  language  access  on  the 
patient  and  the  provider. 

As  part  of  its  regular  member  services, 
the  HMO  offers  a  complaint  line  where 
members  can  report  any  problems  they 
have  with  providers.  The  HMO  uses  the 
complaint  line  to  monitor  problems  with 
language  access  and  works  with  LEP  cli- 
ents on  an  individual  basis  to  find  a 
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provider  that  speaks  their  primary  lan- 
guage. 

H.  Mental  Health  Services 

In  Los  Angeles  Count}-.  DHS  contracts 
with  community-based  organizadons  to 
provide  outpatient  mental  health  services. 
The  study  team  identirled  several  small 
programs  that  are  specifically  designed  to 
serve  Asian  Pacific  Islander  (API)  popula- 
tions. The  site  that  was  visited  is  the  larg- 
est outpatient  mental  health  counseling 
center  targeting  API  groups  with  a 
caseload  of  1,000  clients  at  any  one  time. 
The  center  is  staffed  by  seven  full  and 
part-time  psychiatrists  and  twenty  thera- 
pists. All  staff  are  bicultural/bilingual 
and  collectively  they  can  provide  services 
in  ten  Asian  languages.  Thirty-three  per- 
cent of  the  patient  population  is  Korean. 
The  majority  of  patients  are  young  to  mid- 
dle-aged adults.  Children  makeup  10 
percent  of  the  caseload. 

1.  Excess  Demand  for  Language 
Specific  Mental  Health  Services. 

Staff  expressed  the  view  that  the  issues 
surrounding  mental  health  counseling  are 
so  complex  and  of  such  a  sensitive  na- 
ture that  it  would  be  difficult,  if  not  im- 
possible, to  conduct  effective  sessions 
with  interpreters.  Counseling  sessions 
are  conducted  in  the  language  most  com- 
fortable to  the  client.  It  was  felt  that 
there  is  a  growing  awareness  and  accep- 
tance of  mental  health  services  in  the  API 
community  which  is  resulting  in  an  in- 
creased demand  for  counseling.  As  an  ex- 
ample, following  the  1992  riots  in  Los 
Angeles,  in  which  many  Korean  busi- 
nesses were  the  focus  of  violence,  the 
Center  had  600  walk-in  clients  requesting 
services. 


At  any  one  time,  the  Center  has  a  waiting 
list  of  two-three  months.  Frequently,  cli- 
ents have  disappeared  or  are  no  longer  in- 
terested in  receiving  services  by  the  time 
there  is  a  space  available.  The  Center 
maintains  a  referral  list  of  all  the  bilin- 
gual mental  health  resources  available  for 
API  individuals.  Even  with  a  referral  net- 
work, the  Center  is  unable  to  accommo- 
date promptiy  the  high  level  of  requests 
for  counseling.  Staff  stated  that  there  is  a 
growing  number  of  API  bilingual  mental 
health  professionals  in  California  and 
that,  given  additional  resources,  the  Cen- 
ter would  be  able  to  hire  staff  to  accom- 
modate the  demand  for  services. 

2.  Hospitalization  of  LE?  Patients 
is  Problematic. 

Staff  stated  that  one  of  the  most  difficult 
situations  they  face  is  the  issue  of  how  to 
handle  the  hospitalization  of  LEP  pa- 
tients. In  Los  Angeles  County,  the  state- 
operated  mental  hospital  is  the  only 
inpatient  facility  with  API  bilingual  capa- 
bility. Indigent  patients  receive  priority 
at  the  state  hospital.  Medi-Cal  and  pri- 
vately insured  patients  are  usually  re- 
ferred to  private  inpatient  psychiatric 
units  where  there  is  typically  no  language 
service  available.  Center  staff  described 
the  trauma  this  imposes  on  patients  who 
are  already  in  an  emotionally  compro- 
mised state. 

3.  Requests  for  Interpreters.  Because 
of  the  heavy  client  load,  Center  staff  usu- 
ally do  not  serve  as  outside  interpreters  al- 
though they  do  receive  calls  from 
agencies  in  need  of  interpretation.  The 
Center  firequendy  receives  calls  from  the 
County  Psychiatric  Mobile  Response 
Team  whose  charge  is  to  respond  to  crisis 
situations  that  may  require  immediate 

-hospitalization.  Counseling  staff  ar&also— 
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occasionally  asked  to  interpret  for  brief 
sessions  around  prescription  and  medical 
instructions  between  their  client  and  a 
staff  psychiatrist  speaking  a  language 
other  than  the  client's. 

I.  Training  and  Standards  of 
Competency 

1.  Assessing  Competency 

Several  of  the  programs  visited  had  some 
mechanism  in  place  to  assess  the  skill 
level  of  bilingual  employees  who  might 
be  called  upon  to  serve  as  interpreters  on 
an  ad  hoc  basis.  There  was  some  vari- 
ation in  how  this  assessment  was  adminis- 
tered both  within  and  among  programs. 
For  example,  one  program  assessed  the 
bilingual  capabilities  of  Spanish-speaking 
staff  only.  Another  program  assessed  the 
language  proficiency  level  of  all  staff 
who  declared  they  spoke  a  language  other 
than  English  and  expressed  an  interest  in 
semng  as  an  interpreter  on  an  ad-hoc  ba- 
sis. It  is  worth  noting  that  many  hospitals 
compile  a  roster  of  "bilingual  employees" 
as  a  way  to  comply  with  California 
Health  and  Safety  code  1259.  Bilingual 
employees  are  identified  through  a  sur- 
vey where  individuals  are  asked  to  self 
declare  their  bilingual  capability.  It  is  not 
clear  whether  such  hospitals  routinely  as- 
sess the  skill  levels  of  "bilingual  employ- 
ees" once  they  have  been  identified. 


everyone  involved  in  interpreting.  Inter- 
estingly, all  three  of  the  competency  tests 
described  during  the  interviews  were  de- 
veloped independently  for  the  respective 
programs.  Two  of  the  programs  men- 
tioned outside  sources  which  were  con- 
sulted during  the  development  of  their 
testing  instruments.  The  University  of 
Phoenix  (which  operates  the  certification 
program  for  court  interpreters  in  the  Fed- 
eral Courts),  Beditz,  the  State  Depart- 
ment, and  individuals  involved  in 
certifying  California  court  interpreters 
were  mentioned  as  valuable  resources. 
The  State  of  California  runs  its  own  pro- 
gram to  certify  "medical  interpreters". 
Many  providers  expressed  the  view  that 
the  State  certification  program  is  prohibi- 
tively expensive  to  providers  and  inter- 
preters and  is  unnecessarily  rigorous  in 
its  assessment  of  required  language  profi- 
ciency. 

2.  Training 

Several  programs  are  in  the  eariy  stages 
of  developing  training  for  interpreters. 
Only  one  hospital  program  had  institu- 
tionalized a  formal  orientation  for  indi- 
viduals involved  in  interpretation.  At  this 
hospital,  full-time  interpreters  and  bilin- 
gual staff  who  may  serve  as  interpreters 
are  required  to  go  through  the  same 
screening  and  training  program  before 
they  are  allowed  to  interpret. 


Among  those  persons  in  the  field  of 
health  care  consulted  by  the  site  visit 
team,  it  was  agreed  generally  that  anyone 
who  serves  as  an  interpreter  should  be 
tested  on  their  oral  proficiency  in  the  sec- 
ond language  and  on  general  knowledge 
of  body  parts  and  basic  medical  terms. 
The  ability  to  read  and  write  in  the  sec- 
ond language  was  viewed  as  a  specialized 
skill  that  was  needed  but  not  critical  for 


Because  most  facilities  rely  on  bilingual 
staff  whose  primary  job  responsibility  is 
not  interpretation,  the  issue  of  defining 
the  role  of  the  interpreter  was  seen  as 
critical  in  Los  Angeles.  Bilingual  staff 
are  frequently  asked  to  assume  different, 
often  conflicting  roles  within  the  organi- 
zation. For  example,  a  bilingual  commu- 
nity health  worker  may  serve  as  a  patient 
advocate  in  one  situation  and  be  asked  to 
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interpret  for  a  monolingual  doctor  in  an- 
other. Several  individuals  stressed  the 
need  for  training  to  assist  bilingual  staff 
in  learning  to  move  between  these  roles. 

J.  Legal  Services 

The  study  team  met  with  representatives 
of  four  legal  advocacy  organizations  to 
discuss  the  issue  of  language  access.  All 
of  the  attorneys  interviewed  recognized 
the  difficulty  in  relying  on  the  laws  and 
regulations  to  change  the  current  service 
systems.  The  National  Health  Law  Pro- 
gram is  in  the  process  of  submitting  an  ar- 
ticle for  publication  which  presents  an 
analysis  of  the  legal  obligations  of  health 
care  providers  to  offer  language  services 
as  stated  in  a  number  of  federal  and  state 
laws.  In  contrast  to  the  other  cities  vis- 
ited for  this  study,  legal  services  has  not 
had  a  direa  influence  on  the  development 
of  language  services  in  health  care  or  so- 


cial services.  Legal  advocacy  on  behalf 
of  LEP  clients  has  focused  on  employ- 
ment discrimination  cases.  Most  com- 
plaints surrounding  language  access  have 
been  filed  by  interpreters  or  providers. 
Without  an  LEP  client  as  a  plaintiff,  legal 
services  cannot  move  forward  on  lan- 
guage access  cases.  While  the  attorneys 
agreed  that  a  landmark  malpractice  case 
could  serve  as  a  catalyst  to  the  develop- 
ment of  language  services  in  a  hospital 
setting,  they  expressed  the  view  that  the 
likelihood  of  such  a  case  being  success- 
fully pursued  in  Los  Angeles  county  was 
slim. 

The  political  climate  in  Los  Angeles  is 
noticeably  different  than  in  the  other  two 
cities.  While  legal  advocates  are  con- 
cerned about  language  access,  other  is- 
sues such  as  Proposition  187  have  taken 
the  center  stage. 
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Sherr\-  Riddick,  RN,  MPH 

Director  of  Interpretation  Programs 
Centra]  Seattle  Community  Health 
Centers 

Presented  at  the  Language  Rights  Con- 
ference Los  Angeles,  California 

April  13, 1991 

Introduction 

The  community  of  Seattle  has  over  10 
years  of  experience  in  the  use  of  interpret- 
ers within  various  medical  settings.  I  am 
the  director  of  two  interpretation  pro- 
grams operated  by  a  consortium  of  com- 
munity clinics:  the  Community  Health 
Interpretation  Service  which,  with  grant 
funding,  has  provided  interpreters  to  com- 
munity health  centers  since  1980;  and  the 
Hospital  Interpretation  Program  which, 
funded  entirely  by  the  hospitals,  has 
served  over  20  hospitals  since  1982.  I 
have  been  involved  with  these  programs 
since  their  beginnings  and  would  like  to 
share  with  you  information  on  the  history 
and  development  of  the  relatively  sophis- 
ticated interpretation  network  we  have  in 
SeatUe.  In  the  early  80's,  a  coalition  of  or- 
ganizations successfully  influenced  hospi- 
tals to  provide  interpretation  services  to 
refugees.  A  number  of  strategies  were 
used  to  negotiate  institutional  change 
within  hospitals.  My  remarks  today  will 
focus  on  the  strategies  we  employed,  ob- 
stacles encountered,  and  replicability  of 
our  efforts  in  other  communities. 


The  Problem 

A  few  words  about  numbers  are  in  order 
here.  The  unprecedented  influx  of  refu- 
gees in  the  past  15  years  has  provided  a 
driving  force  and  urgency  to  do  some- 
thing about  the  language  needs  of  this 
huge  new  population.  Between  1975  and 
September  1990,  almost  1  million  South- 
east Asian  refugees  arrived  in  this  coun- 
try, about  half  having  arrived  by  late 
1980,  (166,000  in  1980  alone).  California 
has  absorbed  the  lion's  share  with  almost 
400,000.  Washington  State  ranks  third 
(after  Texas)  with  about  45,000,  the  ma- 
jority of  whom  settied  in  the  Seattle  area. 
Speaking  many  different  languages  and 
coming  from  a  variety  of  locales  and  cus- 
toms, this  heterogeneous  group  arrived 
without  either  a  cultural  or  language  base 
in  our  country,  and  now  represents  a  sub- 
stantial minority  in  our  community.  All 
of  this  has  had  a  major  impact  on  munici- 
pal institutions,  including  and  especially 
health  care  services. 

In  Seatde,  the  first  movers  on  the  local 
health  scene  to  address  the  emerging 
needs  of  new  Americans  were  groups  al- 
ready involved  in  health  care  for  low-in- 
come, disenfranchised  populations:  i.e. 
community  clinics  and  the  health  depart- 
ment In  1980,  the  community  clinics 
formed  the  Indochinese  language  Bank  to 
make  general  health  care  services  more 
accessible  to  the  refugee  population  by 
providing  a  rotating  pool  of  interpreters 
to  work  in  neighborhood  clinics.  This 
was  grant-fiinded,  and  continues  today  as 
the  Community  Health  Interpretation 
Service,  one  of  the  two  programs  I  direct, 
with  funding  primarily  provided  by  the 
city,  county,  and  United  Way.  Around  the 
same  time  that  my  program  was  starting, 
the  Health  Department  built  its  own  team 
of  bilingual  health  workers  for  initial 
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screening  and  primary  care  ser\'ices.  The 
formation  of  these  two  services  was  a  big 
step  in  meeting  the  medical  interpretation 
needs  of  refligees.  But  lack  of  interpreta- 
tion services  at  hospitals,  the  refugee 
population's  main  source  for  specialty 
and,  emergent  care,  remained  a  major 
problem. 

Although  same  hospital  staff  and  adminis- 
trators recognized  a  problem,  most  hospi- 
tals saw  little  need  for  their  involvement 
in  looking  for  a  solution.  Hospitals  iden- 
tified a  lack  of  funding  for  interpretation 
services  as  a  major  barrier.  In  addition, 
there  were  three  major  disincentives  to 
changing  the  status  quo: 

•  Refijgees  often  brought  friends  or 
relatives  to  interpret,  although 
some  were  barely  conversant  in 
English,  barely  knowledgeable 
about  medical  terminology  and 
practice,  and  never  trained  in  medi- 
cal interpretation. 

•  Availability  of  interpreters  from  lo- 
cal health  and  social  service  or- 
ganizations severely  reduced  the 
hospitals'  need  to:  hire  interpret- 
ers, yet  interpreters  from  these 
agencies  were  spending  so  much 
time  in  hospitals  that  they  ne- 
glected their  regular  duties. 

•  Some  hospitals  hired  Indochinese 
clerical  and  housekeeping  staff 
and  used  those  persons  as  inter- 
preters when  necessary,  despite  a 
lack  of  qualification  to  function  as 
interpreters. 


The  paramount  problem  we  faced  was: 

How  do  we  gel  hospitals  to  recognize  and 
deal  with  the  necessity  of  providing  quali- 
fied medical  interpreters  for  limited-Eng- 
lish-speaking patients  on  a  24-hour 
basis? 

The  Strategy:  A  Dual  Approach 

The  first  approach  was  directed  at  having 
the  hospitals  acknowledge  the  need  for  bi- 
lingual services  and  the  advantages  of 
having  interpreters  on-site  or  readily 
available.  Starting  in  1980,  a  group  of  in- 
dividuals interested  in  language  harrier  is- 
sues and  mostly  representing  social  and 
health  services  began  meeting  with  the 
hospitals  and  the  local  hospital  council  to 
share  our  observations  about  patient  com- 
plaints, to  indicate  the  inadequacy  of  the 
present  system,  and  to  suggest  various 
remedies. 

To  induce  the  hospitals  to  act,  we  let 
them  know  that  certain  agencies  would 
no  longer  be  able  to  provide  interpreters 
except  in  emergencies.  Staggered  by  the 
1980  influx  of  refugees,  we  set  internal 
policies  that  our  interpreters  would  give 
priority  to  our  own  agencies'  needs.    To 
further  encourage  voluntary  hospital  par- 
ticipation, the  local  Health  Department  of- 
fered to  pay  half  the  salary  of  an 
interpreter  that  could  be  shared  among 
three  hospitals.  When  funding  ran  out  at 
the  end  of  the  year,  two  of  the  three  hospi- 
tals hired  interpreters  for  the  day  shift. 
While  this  was  a  step  in  the  right  direc- 
tion, it  affected  only  two  hospitals  and 
provided  day-time  only  interpretation  for 
a  limited  number  of  languages  and  pa- 
tients. 
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The  second  approach  was  directed  at  hav- 
ing the  hospitals  recognize  their  responsi- 
bility and  obligation  to  provide  adequate 
and  accessible  care  for  the  non-English 
speaking.  During  the  first  months  of 
1980,  a  health  care  accessibility  bill  had 
been  introduced  into  the  state  legislature 
but  was  defeated.  With  the  failure  of  a 
legislative  approach  to  solving  the  lan- 
guage barrier  problem,  our  group  ex- 
plored an  alternative  strategy  to  have 
hospitals  recognize  their  legal  responsibil- 
ity. Title  VI  of  the  Civil  Rights  Act  of 
1964  prohibits  any  organization  which  re- 
ceives Federal  funds  from  discriminating 
on  the  basis  of  race,  color,  or  national  ori- 
gin. Because  most  hospitals  receive  Fed- 
eral fLmds,  for  instance,  reimbursement 
from  Medicare  and  Medicaid  programs, 
they  are  subject  to  this  law. 

Compliance  with  Title  VI  by  hospitals  is 
monitored  by  the  Office  of  Civil  Rights 
(OCR)  of  the  U.S..  Department  of  Health 
and  Human  Services.  OCR  has  deter- 
mined that  hospitals  which  do  not  pro- 
vide communication  assistance  for 
limited-English-speaking  persons  are  vio- 
lating Title  VI.  As  a  result,  OCR  has  or- 
dered a  number  of  hospitals  around  the 
country  to  provide,  without  charge,  trans- 
lation assistance  to  limited-English-speak- 
ing persons. 

To  have  OCR  investigate  a  hospital,  a 
complaint  claiming  a  civil  rights  violation 
must  be  filed  within  six  months  of  the 
date  of  violation.  Since  OCR  has  the 
power  to  stop  Federal  funds  from  going 
to  a  hospital  if  it  fails  to  comply,;  hospi- 
tals usually  agree  to  provide  interpreta- 
tion services  after  complaints  are  filed. 

(The  Title  VI  language  and  its  interpreta- 
tion is  further  reinforced  by  the  Joint 


Commission  of  Hospital  Accreditation. 
The  Accreditation  Manual  for  hospitals 
states  that  "when  the  patient  does  not 
speak  or  understand  the  predominant  lan- 
guage of  the  community,  he  should  have 
access  to  an  interpreter.  This  is  particu- 
larly true  where  language  barriers  are  a 
continuing  problem.""  ) 

Our  strategy  in  using  Title  VI  as  a 
weapon  for  health  care  access  had  the  fol- 
lowing steps:' 

•  agreed  on  "target  hospitals  with 
which  various  refugee  groups 
were  having  access  problems 

•  documented  cases  of  language  bar- 
riers and  obtained  patients' 
authorization  to  negotiate  with  hos- 
pitals and  to  pursue  administrative 
complaints 

•  contacted  hospitals  and  alluded  to 
possible  civil  rights  complaints, 
malpractice  actions,  etc.,  at- 
tempted to  negotiate  an  enforce- 
able contract  requiring  hospitals  to 
hire  or  contract  for  interpreters 

•  filed  civil  rights  complaints  with 
OCR  when  the  above  steps  failed 

•  provided  OCR  with  substantial  s 
support  and  documentation  so 
they  would  encourage  hospitals  to 
negotiate  an  enforceable  contract 
for  interpreters. 

In  March  1981,  a  local  legal  services  at- 
torney working  with  our  group  filed  com- 
plaints with  OCR  on  behalf  of  three 
different  clients  at  three  different  hospi- 
tals. This  complaint  was  equivalent  to  a 
class  action  suit  in  that  it  covered  all 
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those  similarly  situated.  The  cases  were 
not  extraordinary,  but  did  have  in  com- 
mon that  hospitals:  1)  failed  to  provide 
necessary  and  essential  communication 
assistance  in  provider-patient  encounters, 
and  2)  failed  to  use  qualified  interpreters, 
i.e.  interpreters  who  were  bilingual  and 
had-  knowledge  of  medical  terminology. 
To  support  the  complaint  action  the. or- 
ganizing group  informed  local  ethnic 
leaders  and  others  about  the  process  and 
requested  their  assistance  in  sharing  their 
knowledge  with  OCR  about  similar  inci- 
dents. OCR  was  provided  a  list  of  those 
with  relevant  information. 

It  is  important  to  realize  that  the  use  of  Ti- 
tle VT  is  not  a  litigation  strategy  since  law- 
suits entail  years  of  delay.  Instead,  it  is  an 
organizational  strategy  utilizing  the  threat 
of  legal  action  and  the  persistent  political 
pressure  of  various  groups.  Once  one  hos- 
pital reaches  agreement,  contracts  with 
other  hospitals  can  be  negotiated  more 
easily. 

Results 

OCR  and  the  hospitals  signed  voluntary 
agreements  in  the  spring  and  fall  of  1981, 
five  to  seven  months  after  the  complaints 
were  filed.  Our  community  group  had  in- 
put to  those  negotiated  agreements 
through  our  lawyer.  Although  the  agree- 
ments do  not  specify  haw  interpretation 
services  will  be  provided,  they  do  estab- 
lish that  the  hospital  is  responsible  for  en- 
suring the  availability  of  qualified 
interpreters.  Since  then,  OCR  has  pro- 
duced written  guidelines  for  hospitals  to 
follow  in  the  development  and  implemen- 
tation of  an  interpretation  program. 


The  OCR  complaints  and  voluntary  agree- 
ment forced  all  hospitals  in  the  Seanle 
area  to  explore  alternatives  for  providing 
bilingual  services.  Options  they  consid- 
ered included:  a)  hiring  bilingual  staff  in 
housekeeping  and  other  jobs,  training 
them  as  interpreters,  and  using  them  as 
needed;  h)  each  hospital  hiring  its  own  in- 
terpreters; c)  hospitals  collectively  estab- 
lishing their  own  language  bank;  and  d) 
the  hospitals  collectively  contracting  for 
services  from  a  community-based  organi- 
zation. 

Most  hospitals  in  Seattle  have  utilized  a 
combination  of  strategies.  In  die  fall  of 
1982,  the  hospital  council  finalized  a  con- 
tractual agreement  with  my  agency  to  es- 
tablish a  24-hour  on-call  interpretation 
service.  Initially  serving  only  Indochi- 
nese  patients,  this  sei^'ice  has  now  ex- 
panded to  cover  about  15  languages, 
serves  over  20  hospitals,  and  is  the  pri- 
mary resource  for  most  hospitals.  Cur- 
rently, we  have  a  budget  of  almost  half  a 
million  dollars,  totally  reimbursed  by  the 
hospitals,  we  have  over  50  on-call  inter- 
preters, and  we  provide  about  13,000 
hours  of  interpretation  service  per  year. 
We  consider  the  program  a  tremendous 
success  in  helping  to  remove  the  lan- 
guage barrier  to  hospital-based  'care. 

Conclusion 

The  success  of  the  hospital  interpretation 
program  can  be  attributed  to  many  factors: 

1)  The  hospitals  have  come  to  recognize 
and  accept  their  legal  responsibilities  un- 
der Title  VI  and  under  the  hospital  ac- 
creditation standards.  This  acceptance  of 
responsibility  came  only  after  the  threat 
of  legal  action  and  is  sustained,  in  part, 
by  the  knowledge  that  the  ongoing^»st — 
of  professional  interpreter  services  is 
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much  smaller  than  the  one-time  cost  of  a 
legal  suit,  court  action,  and  settlement. 

2)  The  communit\'  at.  large  is  aware  and 
supportive  of  the  service  so  that  when  a 
hospital  calls  an  agency  inappropriately 
for  interpretation,  that  agency  refers 

the  hospital  to  HEP.  Problems  in  obtain- 
ing an  interpreter,  am  well  as  inappropri- 
ate use  of  interpreters,  are  often  reported 
to  me  and  others  in  the  community.  This 
network  of  communication  and  support  is 
essential  in  order  to  get  quality  services 
to  the  refugee. 

3)  The  patients  have  become  more  asser- 
tive in  requesting  interpretation  during 
hospital  visits.  This  is  due  to  education 
by  sponsors  and  community  agencies,  as 
well  as  by  the  hospitals'  own  education 
efforts,  e.g.  they  are  required  to  post  trans- 
lated signs  informing  patients  of  the  avail- 
ability of  interpreters. 

4)  The  sponsoring  agency,  CSCHC,  had 
previous  experience  in  providing  medical 
interpretation,  has  maintained  a  coopera- 
tive relationship  with  the  hospitals,  rather 
than  an  adversarial  one,  and  has  been 
able  to  solve  problems  through  friendly 
discussion,  now  that  hospitals  are  aware 
of  their  responsibility. 

5)  The  hospital  council  has  been  an  out- 
standing organizer  of  the  local  hospitals, 


maintaining  responsibility  for  the  interpre- 
tation contract,  handling  hospital  billings, 
and  coordinating  regular  meetings  be- 
tween hospital  administrators  and  the  in- 
terpretation services. 

6)  The  OCR  has  been  outspoken  in  its  in- 
terpretation of  Tide  VI,  investigation  of 
complaints,  and  monitoring  of  hospitals 
for  compliance.  Knowing  that  there  is  le- 
gal support  and  enforcement  has  forced 
many  hospitals  to  seriously  consider  their 
interpretation  options. 

The  apparent  success  of  the  program  is 
not  to  say  that  the  system  is  perfect.  We 
still  hear  stories  of  patients  who  are  in- 
structed to  "bring  your  own  interpreter  or 
we  won't  be  able  to  help  you."  We  still 
hear  stories  of  hospitals  using  an  un- 
trained janitor  to  interpret.  We  hear  sto- 
ries of  hospitals  hiring  their  own 
contractual  interpreters  for  $10  per  hour 
who  lack  fluency  in  the  target  language  - 
providers  may  understand  their  English, 
but  patients  do  not  understand  the  inter- 
preted language. 

The  ideal  solution  to  the  language  barrier 
in  the  health  care  setting  would  be  to 
have  bilingual  professionals,  thereby  do- 
ing away  with  the  need  for  interpreters. 
This  is,  of  course,  difTicult  to  achieve,  be- 
cause of  the  scarcity  of  licensed  individu- 
als from  minority  groups,  but  it  is 
certainly  something  we  should  strive  for. 
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A.  INTRODUCTION 

Macro  International  was  contracted  by 
the  U.S.  Depanment  of  Health  and  Hu- 
man Services'  (DHHS)  Office  for  Civil 
Rights  (OCR)  to  condua  an  exploratory 
evaluation  of  barriers  to  health  and  social 
services  for  persons  with  limited  English 
proficiency.  This  literature  review  was 
written  as  one  of  the  study's  components. 
It  represents  an  analysis  of  research  find- 
ings, journal  articles,  and  newspaper  arti- 
cles that  exist  within  the  public  domain. 

B.  DEFINITION  OF  TERMS 

It  becomes  obvious,  after  an  examination 
of  the  literature,  that  definitions  of  key 
terms  are  not  easily  agreed  upon.  This 
section  provides  a  range  of  definitions  of 
key  terms  and  discusses  their  merits  and 
limitations. 

1.  Communication 

An  understanding  of  communication  is 
key  to  this  study,  and  it  represents  the 
heart  of  any  issue  explored  around  lan- 
guage services.  Webster  defines  commu- 
nication as  "the  act  of  giving  or  sharing 
information,  or  exchanging  messages." 
Interpreting  and  translating  are  both  func- 
tions of  effective  communication.  Key  to 
communication  is  understanding  the  mes- 


sage.  If  two  individuals  converse  and  un- 
derstanding does  not  take  place,  then  ef- 
fective communication  has  not  occurred. 
William  Isham  states  that  understanding 
is  largely  drawn  from  our  background  in- 
formation and  prior  experiences.     Com- 
munication, according  to  Woloshin  is  key 
to  the  clinician's  use  of  the  medical  inter- 
view as  a  tool  in  patient  treatment.'  Al- 
though interpreters  can  assist  physicians 
in  communicating  with  LEP  patients  and 
thus  overcoming  language  barriers,  it  is 
now  being  recommended  that  health  care 
professionals  become  more  involved  in 
the  communication  process  by  seeking  a 
greater  understanding  of  cultural  differ- 
ences among  their  patient  population. 

Language  is,  after  all,  only  one  of  many 
ways  in  which  we  can  communicate  to 
others.  We  also  communicate  by  man- 
nerisms, gestures,  body  language,  and  in- 
dividual and  organizational  aaions  and 
policies.  Misunderstandings  can  arise 
when  LEP  patients  fail  to  understand  the 
U.S.  health  care  system.  The  following 
examples  offer  some  insights  into  other 
forms  of  communication: 

•  the  brisk  efficiency  communicated 
by  many  medical  staff  in  doaors' 
offices  is  frequently  interpreted  by 


1  William  Isham,  The  Role  of  Message  Analysis  in  Interpretation,  In  Proceedings  of 
the  1985  RED  Convention,  p.  112. 

2  Woloshin  et  al.,  and  Eric  Hardt,  M.D.,  Discussion  Leader 's  Guide  for  the  Bilingual 
Medical  Interview  I  and  the  Bilingual  Medical  Interview  II:  the  Geriatric  Interview, 
Boston  Area  Health  Education  Center,  1991. 

3  Woloshin  et  al.;  Hardt,  p7;  Putsch;  and  Debra  Buchwald,  M.D.,  Panagiota  Carolis, 
M.D.,  Francesca  Gany,  M.D.,  Eric  Hardt,  M-D.,  Maijorie  Muecke,  Ph.D.,  and 
Robert  Putsch,  M.D.,  The  Medical  Interview  Across  Cultures,  PATIENT  CARE, 
April  13,  1993,  p.  142. 
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Japanese  patients  as  anger  rather 
than  customarv'  politeness. 

Latino  cultures  t\'pically  designate 
one  member  of  the  family  as  the 
leader  and  decision  maker,  and 
physicians  and  interpreters  who  do 
not  pay  this  family  member  the  ap- 
propriate respea  may  unintention- 
ally disrupt  the  social  order  of  the 

family  and  interfere  with  the  medi- 

5 
cal  communication. 

the  Mien  people,  Laotian  highland- 
ers,  perceive  sickness  as  a  commu- 
nity affliction  and  when  they  visit 
a  hospital  for  treatment,  often  they 
are  accompanied  by  the  endre 
clan,  posing  difficulties  for  them 
as  most  hospital  policies  only  al- 
low for  a  small  number  of  visitors 
in  the  room  at  one  time. 


2,  Limited-English  Proficiency 

The  OCR  defines  limited  English  profi- 
ciency (LEP)  to  mean  ""persons  with  apri- 
mar,  Icniguage  other  than  English  who 
must  communicate  in  that  language  if 
they  are  to  have  an  equal  opportunity  to 
participate  effectively  in  and  benefit  from 
any  aid,  service  or  benefit  provided  by  a 
recipient."    This  definition  has  gained  ac- 
ceptance throughout  the  Federal  govern- 
ment and  in  State  governments. 
Woloshin  also  accepts  this  definition, 
addina  that  LEP  would  also  include  those 
patients  who  are  non-EngJish  speaking. 
Louis  Harris  does  not  specifically  use  the 
term  LEP  in  its  findings  from  a  survey  of 
minority  health,  but  notes  that  language 
problems  for  21  percent  of  minority 
Americans  receiving  health  care  are  most 
often  found  in  those  populations  that  do 
not  speak  English  as  a  primary  lan- 
guage.   Quite  frequently,  it  is  assumed 
that  the  LEP  population  is  comprised  of 


Linda  Monroe,  Cultural  Differences  Impair  Health  Care  for  Minorities,  SEATTLE 
TIMES,  November  23,  1989,  G8. 

Linda  Haffner,  Cross-cultural  Medicine:  A  Decade  Later,  THE  WESTERN 
JOURNAL  OF  MEDICI>JE,  September  1992,  p.  157. 


Bob  Sylva,  In  Any  Language:  Hope  to  Mien  and  to  Mexican,  to  Russian  and  to 
Laotian,  a  Corps  of  Interpreters  at  UCD  Medical  Center  Struggles  Each  Day  to 
Explain  the  Inexplicable,  SACRAMENTO  BEE,  May  5,  1993,  p.SCl. 

U.S.  Department  of  Health  and  Human  Services,  Office  for  Minority  Health,  Draft 
Work  plan  for  the  Center  for  Linguistic  and  Cultural  Competence  in  Health  Care, 
March  10,  1995. 

Steven  Woloshin,  M.D.,  Nina  Bickeil,  M.D.,  Lisa  Schwartz,  M.D.,  Francesca  Gany, 
M.D.,  and  Gilbert  Welch,  M.D.,  Language  Barriers  in  Medicine  in  the  United 
States,  JAMA,  March  1,  1995,  Vol.  173,  No.9. 

Louis  Harris  and  Associated,  Inc.  "News  Release,"  The  Commonwealth  Fund 
JNational  Comparative  Suryey_ofJvlinonty_Health  Care,  March  20,  1995. 
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recent  refugees  and  immigrants,  and  lan- 
guage and  cultural  barriers  are  inherent  to 
new  populations.  Another  perspective  on 
language  is  shared  by  Eduardo  Berin- 
stein,  coordinator  for  interpreter  services 
at  Boston  Children's  Hospital,  and  others 
working  in  medical  interpretation.  Many 
hospitals  are  renowned  woridwide  and 
serve  an  international  clientele.  A  com- 
mitment to  cultural  diversity  within  the 
medical  setting  ensures  that  communica- 
tion around  delicate  subjects  can  be  done 
in  the  patient's  primary  language  (even 
when  the  patient  can  speak  English),  en- 
hancing the  communication  and  reducing 
anxiety  and  fear.      Under  the  OCR  defi- 
nition, provision  of  an  interpreter  in  such 
situations  would  be  at  the  discretion  of 
the  provider,  but  for  those  providers  who 
maintain  a  commitment  to  international 
patients,  such  a  policy  might  indeed  be  a 
powerful  marketing  tool. 

3.  Interpreter 

Bruce  Downing,  a  professor  of  Linguis- 
tics at  the  University  of  Minnesota  and  an 
expert  in  the  field  of  medical  and  mental 
health  interpreting,  defines  interpreting  as 
the  following:  '''the  conversion  of  an  oral 
message  from  one  language  (the  source 
language)  into  oral  form  in  another  lan- 
guage (the  target  language)  ".  As  such, 
an  interpreter  is  defined  by  Downing  as 
''a  person  who  interprets  the  speech  of 
others  into  another  language,  especially 


one  skilled  in  interpretation"  Although 
the  term  "translator"  is  often  used  inter- 
changeably with  "interpreter"  in  the  field 
and  in  anicles  appearing  in  newspapers 
and  journals,  as  will  be  seen  below,  the 
two  are  verv  different  and  should  not  be 
conflised. 


With  specific  regard  to  the  complex  du- 
ties of  medical  interpreters,  Robert  Putsch 
describes  the  following  attributes:  ". . . 
interpreters  must  describe  and  explain 
[medical]  terms,  ideas  and  processes  that 
lie  outside  of  the  linguistic  systems  of  cli- 
ents.  The  interpretation  process  must  ac- 
count for  divergent  world  views  since 
individuals  and  cultures  have  varying  per- 
spectives regarding  the  cause,  presenta- 
tion, course  and  treatment  of  sickness,  as 
well  as  the  risk  it  represents  to  others." 
According  to  Putsch  and  most  other  ex- 
perts in  the  field,  separation  of  culture 
fi-om  interpretation  cannot  be  done  with- 
out losing  critical  elements  of  the  commu- 
nication. 

4.  Translator 

Translation,  according  to  Downing,  is  the 
"conversion  of  a  static  source  language 
message  into  written  form  in  the  target 
language"      It  is  the  written  form  of 
communication,  whereas  interpretation  is 
verbal.  Although  the  two  terms  are  often 
confijsed  by  many  in  the  field,  it  is  clear 


1 0  Eduardo  B  eri  nstei  n.  Medical  Interpreters  at  Children 's  Hospital,  B  oston  Chi  I  dren '  s 
Hospital,  July  1993. 

1 1  Bruce  Downing,  Professional  Interpretation:  Insuring  Access  for  Refugee  and 
Immigrant  Patients,  University  of  Minnesota,  1992,  p4-5. 

12  Robert  Putsch,  M.D.,  Cross-CuhuraJ  Communication:  The  Special  Case  of 
Interpreters  in  Health  Care,  JAMA,  Vol  254,  3344-8. 
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that  translators  and  interpreters  have  two 
different  functions. 

Written  communication  is  usually  pro- 
duced in  a  thoughtful  manner,  using  re- 
search when  necessary,  and  rewriting  and 
editing  until  the  final  product  is  suitable 
for  distribution.  Ideally,  translation 
should  occur  in  the  same  way.  The  origi- 
nal text  (or  the  source  language)  should 
be  translated  into  the  target  language  by 
using  a  process  called  back  translation. 
This  process  allows  the  translation  to  be 
checked  for  quality.  The  three  steps  in- 
volved in  back  translation  are;  (1)  transla- 
tion of  the  source  language  text  into  the 
target  language,  (2)  translation  of  the  tar- 
get language  text  back  into  English  or  the 
source  language  by  another  individual  be- 
sides the  translator,  and  (3)  comparison 
of  the  original  and  the  back  translation. 
If  there  is  a  great  amount  of  difference  be- 
tween the  two  versions,  the  result  may  be 
a  translation  of  poor  quality.  ''^ 

5.  Culture 

The  U.S.  Office  of  Minority  Health  de- 
fines "culture"  as:  ''thoughts,  communi- 
cations, actions,  customs,  beliefs,  values, 
and  institutions  of  a  racial,  ethnic,  relig- 


ious, or  social  group.  Addiiionally,  cul- 
tural beliefs,  values,  and  practices  are 
learned  behax'iors,  usually  acquired 
through  one  's  family. " ' ^  Including  cul- 
Uire  in  the  provision  of  health  and  social 
services  is  viewed  as  critical  in  overcom- 
ing barriers  to  care  faced  by  minority 
populations.  In  particular,  within  the 
health  settings,  culture  can  influence  indi- 
vidual perceptions  of  health  and  illness, 
and  may  affect  choice  of  health  care.'^ 
When  culture  is  not  considered  by  medi- 
cal interpreters,  physicians,  and  other 
healtii  care  professionals,  miscommunica- 
tion  can  result,  even  though  language  bar- 
riers are  being  addressed.  And  although  it 
may  require  extra  time  from  physicians,  it 
is  now  being  recommended  that  cultural 
histories  on  patients  be  obtained. 


17 


Interpreters  are  frequentiy  viewed  as  "cul- 
ture brokers,"  bridging  the  gulf  between 
the  U.S.  medical  system  and  other  cul- 
tures. Cross-cultural  communication,  a 
theory  developed  by  Putsch  and  other  ex- 
perts in  medical  interpreting,  is  strongly 
influenced  by  the  degree  to  which  the 
physician,  patient,  and  interpreter  share 
the  same  understanding  and  beliefs  about 
medical  issues.  To  understand  how  cross- 
cultural  communication  works  within  the 


13  Bruce  Downing,  p. 5. 

14  Laura  Benhamida,  Language  Planning  in  Mental  Health  for  Refugees  and  Others: 
Obtaining  Quality  Translations.  University  of  Minnesota,  1988. 

15  U.S.  Department  of  Health  and  Human  Services,  Office  of  Minority  Health,  p.5. 

16  Ibid. 

17  Robert  Putsch,  Language  in  Cross-Cultural  Care,  In  H.  Walker,  W.  Hall  and  J. 
Hurst,  eds..  Clinical  Methods,  Boston:  Butterworths,  1990,  p.  1064;  Buchwald,  eL  ai, 

p.l48. 
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medical  setting,  an  ideal  model  is  estab- 
lished wherein  the  physician  uses  a 
trained  medical  interpreter  who  is  also  a 
member  of  the  patient's  ethnic  and  cul- 
tural group,  possessing  medical  knowl- 
edge and  the  ability'  to  converse  within 
the  culture  of  the  medical  community.  In 
addition,  the  interpreter  must  understand 
the  human  complexities  of  interpreted 
communication.  Against  the  criteria  of 
this  ideal,  real  world  medical  interpreting 
often  falls  short. 

In  the  ideal  model,  a  common,  shared  da- 
tabase exists  from  which  all  three  partici- 
pants draw  upon  and  contribute  to  within 
the  context  of  the  exchange.  The  real 
world  model,  on  the  other  hand,  works 
with  two  shared  data  bases — patient  and 
interpreter,  and  interpreter  and  physi- 
cian— as  well  as  independent  knowledge 
held  by  each  of  the  participants.  These  in- 
dependent beliefs  can  account  for  bias  in 
the  interpretation,  resulting  in  miscommu- 
nication.  Ways  in  which  culture  affects 
interpretation  are  a  lack  of  linguistic 
equivalency  of  biomedical  terms  and  con- 
cepts, substitution  or  addition  of  terms,  in- 
correct numbers  and  names,  garbling  of 
the  message,  self  image  of  the  interpreter, 
and  different  views  of  events  terms,  and 
transactions.      Other  determinants  of  cul- 
ture that  must  be  faaored  into  the  overall 
medical  experience  that  compare  the 
level  of  acculturation  of  the  patient  or  cli- 
ent to  American  norms  of  behavior. 


These  eight  determinants,  according  to 
Harwood,  can  be  stated  as  the  following: 
(1)  level  of  formal  education,  (2)  genera- 
tional distance  from  immigrant  status,  (3) 
degree  of  encapsulation  in  family  social 
networks,  (4)  experiences  with  medical 
services  using  patient  education  and  per- 
sonal care  in  treatment,  (5)  previous  expe- 
riences with  pardcular  disease  within  a 
family  background,  (6)  immigration  to 
U.S.  at  an  early  age,  (7)  urban  or  rural  ori- 
gin, and  (8)  visits  to  country  of  origin. 

C.  UNDERSTANDING  THE 
PROBLEM 

Although  several  journal  anicies  address 
the  barriers  faced  by  refugees  and  immi- 
grants in  communicating  health  needs 
and  obtaining  access  to  the  existing  serv- 
ice system,  the  most  vivid  examples 
found  tended  to  be  in  newspapers  in 
many  major  cities  across  the  country. 

•  In  1983,  a  Chinese  immigrant  was 
released  from  a  mental  institution 
after  being  confined  for  over  30 
years  simply  because  no  one  could 
speak  to  him  in  his  language. 

•  An  emergency  medical  technician 
riding  in  an  ambulance  in  Boston 
finds  himself  alone,  delivering  the 
baby  of  a  Viemamese  woman  after 
pleading  to  a  neighbor,  "don't 
leave  me,  I  can't  communicate 
with  her."^^ 


18  Buchwald,  p.l42. 

19  Alan  Harwood,  Guidelines  for  Culturally  Appropriate  Medical  Care,  In  Ethnicity 
and  Medical  Care,  ed.  Alan  Harwood,  1981,  p.483. 

20  Associated  Press,  Mental  Patient  Wins  Settlement,  WASHINGTON  POST,  May  5, 
1983. 
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In  1986,  Hispanic  patients  in 
Montgomery  County,  Maryland 
were  foregoing  visits  to  local  clin- 
ics for  clinics  in  the  District  of  Co- 
lumbia to  avail  themselves  of 
Spanish  language  services  pro- 
vided by  the  District's  clinics. 
When  Spanish-speaking  patients 
called  Montgomery  County  clin- 
ics, they  were  told  "sorry,  no  Span- 
ish. 


»22' 


While  these  examples  are  indicative  of 
the  vast  numbers  of  problems  that  LEP 
clients  and  providers  face  in  trying  to 
wrestle  with  language  barriers,  they  only 
anecdotally  support  the  need  for  im- 
proved services.  This  section  describes 
research  efforts  around  language  barriers, 
reviews  a  collection  of  newspaper  arti- 
cles, and  discusses  issues  around  some 
special  populations. 

1.  Review  of  Research  Studies 

The  data  from  research  conducted  thus 
far  indicates  a  critical  gap  in  service  deliv- 
ery to  people  of  limited  English  profi- 
ciency. It  must  be  noted  though  that 
there  have  been  few  studies  conduaed  ad- 
dressing language  barriers  within  the 
health  and  social  services  arena,  and  most 
of  the  studies  presented  in  this  section 
were  published  recently.  Limited  re- 
search information  exists  now  in  four 


critical  areas  of  interest  to  this  study:  (1) 
needs  assessment  information  on  the  num- 
bers of  people  with  LEP  in  specific  areas 
of  the  counrr.-,  (2)  the  impact  of  LEP  on 
health  care.  (3)  the  responses  by  health 
and  social  service  providers  to  the  needs 
of  the  LEP  populatjon,  and  (4-)  program 
evaluation  and  implementation. 

a.  Needs  Assessment 

The  1990  U.S.  Census  provided  data  in 
the  following  categories  relevant  to  lan- 
guage issues:  the  numbers  of  residents  in 
the  U.S.  who  report  not  speaking  English 
"very  well,"  the  numbers  of  foreign  bom 
persons,  and  the  numbers  of  persons 
speaking  a  language  other  than  English  at 
home.  In  1992,  the  Association  of  State 
and  Territorial  Health  Officials  (ASTHO) 
analyzed  the  Census  data  and  stated  in  its 
report  to  the  Office  of  Minority  Health 
that  6  percent  of  the  entire  U.S.  popula- 
tion does  not  speak  English  "very  well." 
Furthermore,  in  an  analysis  of  individual 
states,  ASTHO  found  California  to  have 
the  highest  percentage  of  LEP  residents 
(16  percent),  followed  by  Hawaii  (12  per- 
cent), and  New  Mexico,  New  York,  and 
Texas  (10  percent  each).  Additionally, 
breakouts  on  Spanish  and  Asian  lan- 
guages for  LEP  were  developed  by  AS- 
THO.' Looking  at  cities  with 
populations  of  200,000  or  more  reveals 
the  top  10  ranked  cities  with  persons 


21  Judy  Rakowsky,  Quest  to  Begrudge  Growing  Language  Gap  City  Agencies  Are 
Adapting  to  Meet  Needs  of  Immigrants,  BOSTON  GLOBE,  October  4  1 992,  p.  1 . 

22  Zita  Arocha,  Influx  from  Suburbs  Strains  District  Clinics:  More  Hispanic 
immigrants  Seek  Care  in  City,  WASHINGTON  POST,  June  28,  1986,  p.B  1. 
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Association  of  State  and  Territorial  Health  Officials,  ASTHO  Bilingual  Health 
Initiative:  Report  and  Recommendations:  State  Health  Agency  Strategies  to  Develop 
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speaking  a  language  other  than  English  at 
home  to  be  the  followng:  Miami  (73%); 
Santa  Ana,  California  (69%),  El  Paso, 
Texas  (67%),  Los  Angeles  (50%);  San 
Antonio,  TX  (47%);  San  Francisco 
(42%);  Corpus  Christi,  Texas  (42%);  Jer- 
sey Cit>',  New  Jersey  (41%);  New  York 
City  (41%)  and  San  Jose,  California 
(38%).^^  Clearly,  the  1990  Census  pro- 
vided valuable  information  to  health  and 
social  service  policy  makers  in  determin- 
ing sheer  numbers  of  LEP  residents  liv- 
ing within  particular  service  areas. 

Other  needs  assessment  data  can  be 
found  in  the  U.S.  DHHS  Office  of  Refu- 
gee Resettlement's  Annual  Report  to  Con- 
gress. In  its  1993  Report,  ORR  indicated 
that  total  immigration  and  refugee  admis- 
sions to  the  U.S.  from  1983-1992  was 
over  7  million  people.  It  can  be  assumed 
that  a  large  percentage  of  these  new 
Americans  are  part  of  the  LEP  popula- 
tion. In  addition,  individual  breakouts  by 
State  of  immigrant  and  refugee  resettle- 
ment are  available  from  ORR."^ 


The  U.S.  Conference  of  Mayors  con- 
ducted a  survey  of  78  U.S.  cities  to  assess 
the  impact  of  immigration  on  America's 
cities  and  identify  key  issues  for  ciry  plan- 
ners and  other  policy  makers.  .Ajnong  its 
findings,  the  study  reponed  that  foreign  . 
bom  pei-sons  account  for  an  average  of  1 1 
percent  of  the  population  in  the  surveyed 
cities  (as  determined  from  the  1990  Cen- 
sus), and  25  percent  of  administrators  re- 
sponding believed  Census  figures 
reflected  substantial  undercounting.  Over 
half  of  the  cities  surveyed  cited  problems 
with  service  delivery  to  immigrants. 
Many  of  these  problems  were  related  to 
the  provision  of  or  the  lack  of  language 
services. 

b.  Impact  on  LEP  to  Health  and  Social 
Services 

The  effects  of  limited  English  proficiency 
on  individual  access  to  health  and  social 
services  cannot  be  determined  by  Census 
data.  Findings  from  small  studies  on  spe- 
cific ethnic  populations  have  supported 
the  premise  that  communication  is  a  deter- 
minant of  health  care  utilization.*    In  ad- 


24  U.S .  Bureau  of  the  Census,  Cities  with  200, 000  or  More  Population  Banked,  Table 
3. 

25  U.S.  Department  of  Health  and  Human  Services,  Office  of  Refugee  Resettlement, 
Report  to  the  Congress,  FY  J 993,  Refugee  Resettlement  Program,  1993. 

26  U.S.  Conference  of  Mayors,  Immigrant  Policy  Issues  for  America 's  Cities,  U.S. 
Conference  of  Mayors,  Washington,  D.C.,  1994,  p.  1-5. 

27  Sue  Bell  and  Michael  Whiteford,  Tai  Dam  Health  Care  Practices:  Asian  Refugee 
Women  in  Iowa,  SOCIAL  SCIENCE  MEDICINE,  24(4),  1987,  p.323;  Laura  Uba, 
Cultural  Barriers  to  Health  Care  for  Southeast  Asian  Refugees,  PUBLIC  HEALTH 
REPORTS,  107,  1992,  p.547;  Leo  Chavez,  Wayne  Cornelius,  and  Oliver  Jones, 
Mexican  Immigrants  and  the  Utilization  of  U.S.  Health  Services:  The  Case  of  San 
Diego,  SOCL\L  SCIENCE  MEDICINE,  21(1),  1985,  p.93,  MarjorieMuecke, 
Caring  for  Southeast  Asian  Refugee  Patients  in  the  USA,  AMERICAN  JOURNAL 
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dition,  a  vast  amount  of  anecdotal  evi- 
dence existed  through  persona]  accounts 
repoaed  in  the  media  and  collected  by  in- 
dividuals in  Regional  OCR  offices,  legal 
services,  and  advocacy  organizations. 
Until  recently,  there  was  a  dearth  of  na- 
tional data  on  language  and  minority 
health  care.  However,  findings  from  the 
"National  Comparative  Survey  on  Minor- 
ity Health,"  presented  in  March  1995,  in- 
dicate that  language  differences  are  a 
barrier  to  health  care  for  21  percent  of  mi- 
nority Americans."     (According  to  Cen- 
sus data,  racial  and  ethnic  minorities 
account  for  approximately  25  percent  of 
the  entire  U.S.  population.)  This  survey 
contained  detailed  questions  regarding 
medical  care  where  language  and  commu- 
nication were  variables  within  the  re- 
sponse set.  Examples  of  such  questions 
included  choices  of  doctors  and  hospitals, 
problems  with  medical  encounters,  satis- 
faction with  health  professional  staff,  use 
of  alternative  medicines,  reasons  for  not 
feeling  welcome,  reasons  for  not  obtain- 
ing medical  care,  and  reasons  for  being  re- 
fused health  care.      Cleariy,  the  data 
collected  by  this  study  provides  the  field 
with  indicators  of  need  in  language  plan- 
ning and  culturally  appropriate  ap- 
proaches to  health  care.  Further  analysis 


of  this  data  set  may  expand  the  associa- 
tions between  LEP  and  health  care. 

c.  Research  on  Health  and  Social  Service 
Providers 

Although  advocates  and  legai  services  or- 
ganizations relayed  personal  accounts  of 
providers'  lack  of  responsibility  in  offer- 
ing language  appropriate  services,  littie 
data  exist  on  providers'  policies  and  prac- 
tices to  substantiate  such  claims  on  a 
broader  scale.  Difficulties  in  obtaining 
such  information  have  contributed  to  a 
dearth  of  knowledge  around  how  State 
and  association  policy  requirements  and 
recommendations  are  being  implemented 
at  the  local  level.  In  1991,  Traveler's  and 
Immigrants'  Aid  Society  of  Chicago  con- 
ducted a  preliminary  study  witii  ten  area 
hospital  administrators.  None  of 
the  study  participants  reported  using 
trained  medical  interpreters,  but  instead 
maintained  a  list  of  bilingual  employees 
within  tiie  hospital  who  speak  another  lan- 
guage.^    In  1993,  The  Chicago  Reporter 
published  its  findings  of  a  survey  it  con- 
ducted on  Chicago  area  hospitals  and  clin- 
ics regarding  the  availability  of 
interpretation  services  for  non-English 
speaking  patients.  Although  30  percent 
of  Chicago's  population  speaks  a  lan- 


OF  PUBLIC  HEALTH,  73(4),  1983,  p.431. 

28  Louis  Harris  and  Associates,  Minority  Health  Care  Survey  Highlights,  The 
Commonwealth  Fund  National  Comparative  Survey  on  Minority  Health,  March  20, 
1995. 

29  Louis  Harris  and  Associates,  Survey  Questionnaire,  The  Commonwealth  Fund 
National  Comparative  Survey  of  Minority  Health  Care,  1994. 


30    Wendy  Siegel,  Immigrants  at  Risk:  Language  and  Cultural  Barriers  Experienced  by 

Multi-Ethnic  Patients  in  a  Sample  of  Chicago  Hospitals  and  Health  Associations, 
____Traveis  and  Immigrants  Aid»J992^pJ. 
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guage  Other  than  English  at  home,     71 
out  of  the  84  hospitals  surveyed  had  not 
hired  interpreters.  Almost  85  percent  of 
providers  used  bilingual  employees  with 
other  jobs  to  interpret,  and  most  did  not 
train  these  employees.  Approximately 
one-fourth  of  the  responding  facilities  ask 
patients  to  bring  their  own  interpreters, 
and  comments  from  providers  indicated 
that  family  members  were  frequently 
used  to  "help  out."^ 

Another  recently  released  national  study 
found  similar  results  among  a  randomly 
sampled  group  of  public  and  private 
teaching  hospitals.  The  National  Public 
Health  and  Hospital  Institute  surveyed  in- 
terpreter services  in  120  providers  with  a 
detailed  questionnaire  (response  rate  ap- 
proximately 70%).  Administrators  were 
asked  questions  about  interpreter  services 
on  utilization,  costs,  financing,  structure 
and  documentation,  staffmg,  recruiting, 
training,  evaluation,  and  hospital  prac- 
tices and  procedures.  Some  of  the  key 
findings  from  this  impressive  and  timely 
study  were  the  following:  (1)  while  some 
hospitals  employed  full-  and  part-time  in- 
terpreters, most  relied  on  other  hospital 
staff  and  volunteers,  as  well  as  family 
and  friends;  (2)  less  than  one-fourth  of 
hospitals  provided  any  training  for  staff 
in  medical  interpreting;  and  (3)  almost 
half  of  the  hospitals  did  not  have  a  spe- 


cific  department  responsible  for  inter- 
preter services    This  study  also  provides 
valuable  cost-utilization  and  stafTmg  in- 
formation.^^ 

Comparatively  little  research  exists  con- 
cerning social  services.  In  the  late 
1980's,  DHHS's  Office  of  the  Inspector 
General  (OIG)  conducted  an  assessment 
of  how  the  Social  Security  Administra- 
tion (SSA)  addressed  special  needs  of 
non-English  speaking  clients.  The  study 
revealed  that  the  LEP  population  was  not 
receiving  the  same  level  of  service  as  oth- 
ers. Because  of  difficulties  in  using 
SSA's  modem  telecommunications  sys- 
tem (due  to  language  barriers),  most  LEP 
clients  came  into  the  SSA  regional  of- 
fices, and  over  70  percent  came  in  with- 
out appointments.  LEP  clients  frequently 
waited  for  hours  to  be  served  or  were  sent 
away  with  appointments  for  later  dates 
when  bilingual  staff  would  be  available 
to  help  them.  SSA  management  felt  that  ^ 
it  was  the  client's  responsibility  to  pro- 
vide their  own  interpreters,  and  thus  did 
little  to  recruit  bilingual  staff  and  did  not 
include  bilingual  skills  within  job  descrip- 
tions. One  of  OIG's  findings  was  that 
SSA  had  insufficient  numbers  of  bilin- 
gual staff  to  adequately  serve  the  non- 
English-speaking  clients.  Although 
recommendations  were  made  for  improve- 
ments to  the  current  operating  system,  it 


3 1  U.S.  Bureau  of  the  Census  on  Population  and  Housing,  Table  3. 

32  Ruth  Richman,  Failure  to  Communicate,  THE  CHICAGO  REPORTER,  22(3), 
March  1993,  p.6. 

33  Caren  Ginsberg,  Vanessa  Martin,  Dennis  Andrulis,  Yoku  Shaw-Taylor,  and  Carla 
McGregor,  Interpretation  and  Translation  Services  in  Health  Care:  A  Survey  of 
U.S.  Public  and  Private  Teaching  Hospitals,  National  Public  Health  and  Hospital 
Institute,  March  1995,  p.vii-ix. 
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appeared  that  the  SSA  planned  to  modify 
its  stmcture  for  Spanish-speaking  clients 
only.'^    Freeman  discusses  many  of  these 
same  issues  v-ithin  the  social  service 
arena  for  Spanish-speaking  clients,  stat- 
ing that  these  clients  receive  less  effec- 
tive service  because  agencies  lack  the_ 
staff  capable  of  speaking  with  them. 

d.  Program  Evaluation  and 
Implementation 

Many  state  and  Federal  agencies,  and 
health  provider  associations  have  devel- 
oped laws  and  policies  that  require  or  rec- 
ommend hospitals  and  other  health  care 
providers  to  offer  language  services  to 
LEP  clients. ■*    Although  such  policies 
may  exist  on  the  record,  enforcement  and 
monitoring  of  compliance  are  difficult  to 
implement.  State  and  local  resources  are 
waning  in  many  parts  of  the  country  for 
enforcement  of  these  language  services. 
If  the  wording  of  a  law  or  policy  is 
vague,  loopholes  are  esublished  for 
providers  who  are  not  interested  in  offer- 
ing an  effective  response  to  LEP  patients. 
Often,  hospitals  do  little  more  than  main- 
tain lists  of  bilingual  employees  in  the  fa- 
cility, since  the  maintenance  of  such  lists 
can  constitute  minimal  compliance.  Dig- 
ging further  into  actual  implementation  is- 
sues  usually  uncovers  problems  with 


such  a  system,  but  officials  must  first  es- 
tablish an  auditing  process  around  inter- 
preter issuers. 

Recognizing  the  need  for  further  systemic 
development,  the  Office  of  Minority 
Health  fianded  a  two-year  multicultural 
project  conducted  by  the  Association  of 
State  and  Territorial  Health  Officials. 
The  objective  of  this  project  was  to  de- 
velop capacity  within  state  health  agen- 
cies to  decrease  language  and  cultural 
barriers  to  the  public  health  services.  AS- 
TRO in  turn  funded  Multicultural  Pilot 
Projects  in  California,  Colorado,  Massa- 
chusetts, Michigan,  Minnesota,  North 
Carolina  and  Rhode  Island.  These  state 
agencies  then  developed  programs  to 
train  medical  interpreters  and  community 
health  outreach  workers,  to  L-ain  local 
health  department  staff  and  other  health 
professionals  in  cultural  competency,  and 
to  improve  data  on  racial  and  ethnic 
health  indicators  and  services.  Medical 
interpreter  training  programs  were  imple- 
mented in  Colorado,  Minnesota,  and 
Rhode  Island.  Cultural  competency  train- 
ing and  training  of  outreach  workers  oc- 
curred in  Colorado,  Massachusetts, 
Michigan,  North  Carolina  and  Rhode  Is- 
land. EvaluationofASTHO  Project  was 
based  on  measuring  process  outcomes  in 


34  Richard  Kusserow,  Serving  Non-English  Speaking  Clients,  Department  of  Health 
and  Human  Services,  Office  of  Inspeaor  General,  Office  of  Evaluation  and 
Inspections,  April  1990,  p.i-ii. 

35  Hal  Freeman,  Lorenzo  Avila,  and  Virginia  Balderrama,  "Chichi"  in  Paradise: 
Helping  Agencies  and  the  Spanish-Speaking,  PUBLIC  WELFARE,  Spring  1973, 
p.43. 

36  Yolanda  Vera  and  Jane  Perkins,  "No  Hablo  Ingles  "—Ensuring  Linguistically 
Appropriate  Health  Care,  In  process,  p.  5;  Ginsberg,  et.  al,  p.7-13;  Woloshin,  et.  ai., 
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relation  to  meeting  project  goals  and  ob- 
jectives. Although  other  forms  of  evalu- 
ations were  considered,  the  shon  time 
period  did  not  allow  for  more  rigorous 
evaluations  on  training  and  implementa- 
tion outcomes.  ■" 

The  Office  of  Minority  Health  also 
funded  another  project  that  specifically 
targeted  the  health  needs  of  Asian  and  Pa- 
cific Islanders,  entitled  Development  of 
Modeb  and  Standards  for  Bilin- 
gual3icultural  Services  for  Asian  and 
Pacific  Islander  Americans.  The  proj  ect, 
known  as  the  "Language  Access  Project," 
was  conducted  by  the  Association  of 
Asian  Pacific  Community  Health  Organi- 
zations and  studied  during  1992-93.  The 
study  looked  at  utilization  of  nine  com- 
munity health  centers  in  the  provision  of 
primary  care  services  to  LEP  patients 
within  the  Asian  and  Pacific  Islander 
population.  Although  AAPCHO  pro- 
vides recommendations  and  study  conclu- 
sions, findings  from  this  study  are  not 
available  for  general  use  at  this  point  in 
time. 

The  NPHHI  study  addressed  evaluation 
of  local  provider  services  in  its  survey  in- 
strument. Slightly  over  one-third  of  re- 
sponding hospitals  evaluate  the  quality  of 
interpreter  services  programs,  and  ap- 
proximately 60  percent  reported  not 
evaluating  such  services.  Of  those  hospi- 
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many  reported  using  a  variet\'  of  mecha- 
nisms, such  as  patient  surveys,  feedback, 
and  monitoring  of  patient  satisfaction, 
provider  feedback  and  evaluation;  and 
staff  or  patient  complaints.  Other  lan- 
guage services,  such  as  AT&T  interpret- 
ers and  laneuage  training,  were  also 
evaluated.^ 

2.  Review  of  Newspapers 

Newspaper  articles  can  provide  a  valu- 
able service  in  educating  the  public  about 
the  problems  of  the  LEP  population.  By 
bringing  stories  of  language  and  cultural 
barriers  and  services  to  life  and  making 
them  available  to  the  general  pubic,  they 
can  increase  awareness  around  other  cul- 
tures and  provide  examples  of  viable, 
working  solutions.  A  special  review  of 
articles  from  various  newspapers  in  U.S. 
major  cities  during  the  period  1989-1994 
reveals  much  about  the  state  of  current 
services  for  LEP  residents,  specific  ethnic 
and  cultural  groups,  and  how  language 
and  cultural  barriers  affect  the  service  de- 
livery system.  A  total  of  53  newspaper 
articles  were  reviewed,  with  the  distribu- 
tion among  U.S.  cities  as  follows:  Los 
Angeles,  8;  New  York  City  and  suburbs, 
7;  Boston  area,  6;  Seattle  area,  5;  Sacra- 
mento, 4;  Washington,  D.C.  area,  4;  Min- 
neapolis/St. Paul,  3;  San  Francisco,  3; 
San  Diego,  3;  Chicago,  3;  Miami,  1; 
Phoenix,  1;  Cleveland,  1;  and  Atlanta, 
1 .      The  State  of  California  yielded  a 
combined  total  of  18  articles. 
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Association  of  State  and  Territorial  Health  Officials,  ASTHO  Multicultural  Public 
Health  Capacity  Building  Pilot  Projects,  ASTHO,  1994,  p.i-4. 


38  Ginsberg,  eL  al,  p.30. 

39  Some  of  the  articles  were  not  specific  to  any  one  city,  thus  the  total  number  of 
ardcles  reported  for  cities  does  not  equal  53. 
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In  general,  articles  about  hospital  inter- 
preters provided  descriptions  about  either 
the  paid  interpreter  model  or  the  bilingual 
staff  model .    The  use  of  community  vol- 
unteer interpreters  in  hospitals  was  dis- 
cussed as  a  way  to  fill  an  existing  need  in 
the  community,  and  these  individuals 
were  often  associated  with  other  agencies 
that  worked  with  LEP  clients.    Case 
workers  and  outreach  workers  were  often 
mentioned  as  funaioning  as  interpreters. 
In  many  instances,  individual  interpreters 
were  interviewed  and  their  work  featured, 
providing  a  personal  insight  into  their 
lives  and  their  cases.  Interpreters  are  usu- 
ally refugees  or  immigrants  themselves, 
and  bring  their  own  understanding  of  cul- 
tural issues  to  the  job.    For  example,  a 
community  volunteer  interpreter  working 
with  Russian  refugees  has  set  aside  her 
real  estate  career  to  assist  Russian  women 
throughout  their  pregnancies.  She  stands 
with  them  at  welfare  offices  and  doctors' 
offices,  and  coaches  them  through  the 
birthing  process — a  child  of  Russian  im- 
migrants herself,  she  feels  a  duty  to  pro- 
vide this  type  of  assistance.      The  stories 
of  three  hospital  interpreters  working  for 
UC  Davis  Medical  Center  were  featured 
in  a  1993  issue  of  the  Sacramento  Bee. 
An  older  Nicaraguan  immigrant  with  a 
medical  background  interprets  in  Span- 
ish, displaying  compassion  and  sensitiv- 
ity to  patients  who  may  not  be  legal 
immigrants  in  this  country.  A  Cambo- 
dian interpreter  balances  advice  from  the 


hospital's  doctors  with  his  clients'  need 
to  believe  in  spirimal  mysticism  and 
home  remedies — a  partial  believer  in 
home  remedies  himself,  he  straddles  both 
cultures  with  almost  effordess  aplomb. 
A  young  Russian  interpreter,  studying  to 
be  a  doctor,  finds  her  job  immensely  re- 
warding, but  at  times  the  emotional 
trauma  of  working  within  the  life  and 
death  situations  common  to  the  medical 
setting  can  be  extremely  painful. 
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Specific  populations  discussed  within 
these  articles  included  Asian  Americans 
(Cambodians,  Hmong,  Laotians,  Chinese, 
and  Vietnamese),  Hispanics,  Haitians,  So- 
malis,  and  Russians. 

Programs  to  overcome  language  and  cul- 
tural barriers  were  described  in  detail, 
usually  with  special  mention  of  the  fund- 
ing source.  Although  Federal,  State  and 
county  funds  sponsored  most  of  the  pro- 
grams, some  were  funded  through  founda- 
tions grants.    In  Seattle,  the  Robert 
Wood  Johnson  Foundation  and  the  Kai- 
ser Foundation  are  funding  a  two-year 
project  called  "Community  House  Calls." 
Trained  medical  interpreters  and  advisers 
are  sent  into  the  community  to  work  with 
refugees  and  immigrants.      Another  pro- 
ject in  Seattle  funded  by  the  W.  K.  Kel- 
logg Foundation,  the  Cross  Cultural 
Health  Care  Program,  provides  cross-cul- 
tural training  for  health  care  professionals 
anH  spfk-'i  tn  fvpanH  rnmmiiniTy  invnlve- 
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ment  to  work  with  hospitals  and  improve 
participation  in  the  health  care  system. 
The  Boston  Foundation  and  the  Hyams 
Foundation  jointly  funded  the  "Refugee 
Training  and  Interpreter  Services  Initia- 
tive" to  help  refugees  overcome  language 
and  cultural  barriers. 


Research  findings  and  policy  recommen- 
dations and  requirements  were  often  pre- 
sented in  articles  alongside  census  data 
and  illustrations  of  actual  life  situations. 
For  instance,  when  the  Joint  Commission 
on  the  Accreditation  of  Hospital  Organi- 
zations (JCAHO)  adopted  guidelines 
around  language  services  forLEP  pa- 
tients, USA  Today  presented  census  data 
on  immigration  and  supported  the  new 
policies  with  statements  from  prominent 
physicians  about  the  effects  of  language 
barriers  on  medical  care.      Similarly,  an 
article  in  the  New  Jersey  Record  de- 
scribed how  hospital  doctors  and  adminis- 
trators are  struggling  to  meet  the 
challenge  of  the  many  different  languages 
now  spoken  in  this  country.  After  a  dis- 
cussion of  immigration  policies  over  the 
past  20  years  and  issues  around  language 
barriers,  the  article  described  policy  and 
regiilatory  initiatives  by  JCAHO,  AMA, 
and  OCR  with  a  follow-up  of  actual  hos- 


pital practices  gleaned  from  a  1992  sur 
vey  of  Chicago  hospitals 
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Several  conclusions  can  be  made  from  an 
examination  of  newspapers  anicles. 
First,  at  least  in  the  more  densely  popu- 
lated, multicultural  cities  in  the  U.S.,  lan- 
guage bam"ers  appear  to  provide 
compelling  stones  for  the  pubic  audience. 
In  relation  to  \anguage,  cu\tura.\  bamets 
are  also  discussed  frequently,  leading  one 
to  believe  that  there  is  a  great  deal  of  pub- 
lic interest  in  cultural  differences.  Sec- 
ondly, few  hospitals  and  other  health 
providers  are  noted  as  offering  interpreter 
services  to  LEP  clients,  and  those  that  do 
rarely  provide  training  to  their  interpret- 
ers. Thirdly,  bilingual  staff  are  often 
called  in  to  serve  as  interpreters  or  hired 
as  outreach  workers  or  case  managers  to 
work  with  LEP  clients.  Several  articles 
concluded  with  hope  that  more  bilingual 
students  will  enter  the  health  professions. 
3.  Special  populations 

Much  of  the  literature  uncovered  around 
language  and  cultural  barriers  pertains  to 
problems  of  specific  populations.  This 
section  describes  special  issues  of  various 
subpopulations  of  the  LEP  community. 
Special  issues  of  refugees,  immigrants, 
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separately,  followed  by  discussions  of 
ethnic  populations  and  concluding  with  a 
brief  look  at  problems  of  the  elderly. 

a.  Refugees 

Since  Worid  War  n,  more  refugees  have 
found  homes  in  the  U.S.  than  in  any  other 
country  in  the  world.  Refugees  and  immi- 
grants enter  the  country  through  different 
admission  processes.  Although  they  often 
experience  many  of  the  same  problems  in 
terms  of  language  barriers  within  the 
health  and  social  service  system,  the  spe- 
cial plight  of  the  refugee  must  be  under- 
stood by  providers.  The  definition  of 
"refugee"  according  to  the  Refugee  Act 
of  1980  is  as  follows: 

(A)  Any  person  who  is  outside  any  coun- 
try of  such  person 's  nationality  or,  in  the 
case  of  a  person  having  no  nationality,  is 
outside  any  country  in  which  such  person 
last  habitually  resided,  and  who  is  unable 
to  unwilling  to  return  to,  and  is  unable  or 
unwilling  to  avail  himself  or  herself  of 
the  protection  of,  that  country  because  of 
persecution  or  a  well-founded  fear  of  per- 
secution on  account  of  race,  religion,  na- 
tionality, membership  in  a  particular 
social  group,  or  political  opinion,  or 

(B)  in  such  special  circumstances  as  the 
President  after  appropriate  consultation 
(as  defined  in  section  207  (e)  of  this  Act) 
may  specify,  any  person  who  is  within  the 
country  of  such  person 's  natioruility  or, 
in  the  case  of  a  person  huiving  no  nation- 


ality, within  the  country  in  which  such 
person  is  habitually  residing,  and  who  is 
persecuted  or  who  has  a  well-founded 
fear  of  persecution  on  account  of  race,  re- 
ligion, nationality,  membership  in  a  par- 
ticular social  group,  or  political  opinion. 
The  term  "refugee  "  does  not  include  any 
person  who  ordered,  incited,  assisted,  or 
otherwise  participated  in  the  persecution 
of  any  person  on  account  of  race,  relig- 
ion, nationality,  membership  in  a  particu- 
lar social  group,  or  political  opinion. 
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Since  the  mid-1970's,  the  many  refugees 
entering  this  country  have  posed  some 
very  special  problems  for  health  and  so- 
cial service  providers.  They  often  spend 
time  in  refugee  camps  overseas,  and  are 
then  flown  to  this  country  and  resettled 
throughout  the  country  with  the  assis- 
tance of  local  community-based  agencies. 
According  to  ORR's  latest  Report  to  Con- 
gress, the  10  largest  refugee  source  coun- 
tries are  the  former  Soviet  Union, 
Vietnam,  Laos,  Iraq,  Cuba,  Ethiopia,  So- 
malia, Yugoslavia,  Haiti,  and  Afghani- 
stan. The  10  States  that  received  the 
largest  numbers  of  reftigees  for  that  year 
were  California,  New  York,  Washington, 
Texas,  Florida,  Illinois,  Pennsylvania^ 
Massachusetts,  Georgia,  Minnesota. 

Much  research  has  been  conduaed  on 
health  care  provided  to  refugees,  espe- 
cially to  Southeast  Asian  refugees. 
Muecke  asserts  that  Southeast  Asian  refu- 
gees have  distinguishing  characteristics 

fnrprnviriers  tniinHpr^anH-    (1)Mn«;t 
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have  come  to  the  U.S.  by  second,  not  first 
choice;  (2)  They  come  with  few  belong- 
ings and  few  family  to  help  them,  (3) 
They  do  not  have  the  option  of  ever  re- 
tumine  to  their  home  aeain;  and  (4)  They 
are  survivors.        This  commentary  could 
probably  be  made  about  all  refugees  en- 
tering the  country. 


Although  refugees  are  immediately  en- 
rolled in  English  classes,  becoming  profi- 
cient may  not  be  their  top  priority  when 
considering  the  other  daunting  challenges 
of  understanding  various  systems  of  em- 
ployment, health  care,  child  care,  and  edu- 
cation. D'Avanzo  concluded  that  for 
Viemamese  refugees,  length  of  time  in 
the  U.S.  was  a  factor  in  reducing  the  lan- 
guage barrier.     Communication  prob- 
lems for  the  refugees  are  compounded  by 
the  fact  that  their  cultural  barriers  inhibit 
them  from  understanding  and  using  our 
health  care  system.  Many  do  not  under- 
stand such  medical  concepts  as  "in- 
fomied  consent,"  "medical jegimen,"  and 
"making  an  ^pointment."^   Providers 
and  interpreters  who  work  with  refugees, 
especially  those  who  have  newly  arrived. 


must  communicate  more  than  the  stand- 
ard medical  message.  For  instance,  most 
refugees  regard  prescribed  medicine  as 
very  powerful  and  often  expect  immedi- 
ate results.  If  they  do  not  feel  better 
soon,  they  often  stop  taking  the  medicine. 
This  practice  can  even  affect  the  public 
health  in  situations,  such  as  tuberculosis 
control,  where  noncompliance  can  do  seri- 
ous harm 
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b.  Immigrants 

Refugees  accounted  for  only  12  percent 
of  all  new  entrants  from  1983-1992. 
Most  new  residents  do  not  enter  the  coun- 
try under  refugee  status,  but  apply  for 
residency  as  "immigrants."  ^  According 
to  U.S.  Immigration  Law,  immigrants  are 
persons  granted  legal  permanent  resi- 
dence in  the  United  States.  The  top  five 
source  countries  for  immigrants  from 
1981  to  1992  were  Mexico,  the  Philip- 
pines, Vietnam,  China,  and  Korea.  These 
patterns  are  quite  different  in  respect  to 
ethnicity  compared  to  trends  seen  up  until 
1960  when  most  immigrants  were  from 
Europe. 


49  Marjorie  Muecke,  Caring  for  Southeast  Asian  Refugee  Patients  in  the  U.S.A., 
AJPH,  73(4),  1983,  p.432. 

50  Carolyn  D'Avanzo,  Barriers  to  Health  Care  for  Vietnamese  Refugees,  JOURNAL 
OF  PROFESSIONAL  NURSING,.  8(4),  p.250. 

51  Bell  and  Whiteford,  p.323,  Uba,  p.544-47.  and  Muecke,  p.433. 

52  David  Foster,  W  and  Unwelcome  Hitchhiker  with  Immigrants:  Nurse  Says  Highly 
Contagious  Disease  is  Entering  U.S.  Along  with  a  Variety  of  Newcomers,  LOS 
ANGELES  TIMES,  February  13,  1994,  p£3. 
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Mexican  migration  has  sharply  increased 
over  the  years  and  in  many  U.S.  cities 
close  to  the  Mexican  border,  where  Mexi- 
can immigrants  choose  to  live,  Spanish  is 
spoken  freely.  In  particular,  these  cities 
must  also  cope  with  huge  numbers  of  un- 
documented immigrants.  Spanish-speak- 
ing Mexican  immigrants  are  often 
regarded  with  prejudice  and  distrust  for 
their  perceived  stubbornness  in  condnu- 
ing  to  communicate  in  a  "foreign"  lan- 
guage. But  to  many  Mexican-Americans, 
the  Southwestern  United  States  is  still 
thought  of  as  being  part  of  "occupied 
Mexico,"  and  Enalish  is  regarded  as  the 
foreign  language.  ^  Overcoming  commu- 
nication barriers  is  often  not  simply  about 
language,  but  combating  the  cultural  and 
prejudicial  differences  that  prevent 
providers  and  clients  from  trusting  each 
other. 

In  a  study  of  Mexican  immigrants  living 
in  San  Diego  County,  Chavez  determined 
that  Mexican  immigrants  generally  un- 
derutilize  health  services,  especially  pre- 
ventive services.  Compared  to  the  general 
U.S.  population,  they  use  hospitals  and 
clinics  to  a  much  greater  extent,  relying 


less  on  private  doctors.  In  addition,  new 
and  undocumented  immigrants  tend  to 
use  hospital  emergency  rooms  for  care, 
neglecting  health  problems  until  they  be- 
come extreme  situations. ^°  Their  find- 
ings are  supported  by  other  studies 
conducted  in  Los  Angeles,  San  Diego, 
and  Orange  Counties  in  California,  as 
well  as  anecdotal  stories  across  the  coun- 

c.  Migrants 

Migrants  have  temporary  permission  to 
live  in  this  country,  but  plan  to  return  to 
their  country  of  origin.  They  are  usually 
agricultural  farm  workers  employed  on  a 
seasonal  basis.      (Migrant  workers  can 
also  be  legal  or  undocumented  immi- 
grants.) Migrants  rarely  have  a  good 
command  of  the  English  language  or  suf- 
ficient medical  insurance  to  access  medi- 
cal systems  outside  of  public  clinics. 
Even  when  using  public  clinics,  migrant 
workers  are  often  told  to  bring  an  inter- 
preter. Some  interpreters  in  Florida  were 
reported  to  be  charging  migrant  workers 
in  need  of  health  care  anywhere  from  S25 
to  S50  for  the  visit,  and  then  the  migrant 
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was  also  responsible  for  the  medical 
bill.^^ 


d.  Asian  and  Pacific  Islanders 

According  to  a  1990  study,  Asian  and  Pa- 
cific Islanders  in  many  parts  of  California 
have  great  difficulty  accessing  health  care 
due  to  language  and  cultural  barriers. 
The  study,  conduaed  by  the  Asian  Pa- 
cific Islander  Health  Coalition,  found  that 
health  conditions  for  the  API  population 
has  worsened  over  the  years  and  recom- 
mended that  health  care  professionals  re- 
ceive education  around  bilingual  services. 
A  lack  of  sufficient  interpreters  at  county 
facilities  often  resulted  in  extremely  long 
waiting  periods  for  service  or  refusal  of 
service. 

e.  Hispanics 

In  1993,  former  Surgeon  General  Antonia 
Novello  reported  on  Hispanic/Latino 
health  status,  citing  that  their  numbers 
now  comprise  22  million  and  will  in- 
crease to  3 1  million  by  the  year  2000. 
Over  one-fourth  live  in  poverty  and  large 


numbers  have  limited  access  to  health 
care  and  health  insurance. 


There  is  concern  across  the  country  for 
the  recognized  poor  health  within  the  His- 
panicLatino  population.  Several  initia- 
tives focused  on  increasing  awareness  of 
preventive  health  and  participation  in 
health  care  have  been  developed  during 
the  last  few  years.  *" 

/  Russians 

Most  Russians  struggling  with  the  lan- 
guage barrier  are  newly  arrived  immi- 
grants or  refugees  from  the  former  Soviet 
Union.  There  are  two  very  distinct  relig- 
ious groups  that  are  represented  within 
the  large  numbers  of  newly  arriving  Rus- 
sians. Whereas  Russian  Jews  account  for 
most  of  the  immigrants,  Pentecostal 
Christians  have  also  formed  their  own 
communities  in  this  country.  Most  of  the 
Pentecostals  have  huge  families,  migrated 
from  rural  environments,  and  are  poorly 
educaited.  Many  of  the  former  Soviet 
Jews,  on  the  other  hand,  were  experi- 
enced professionals  in  the  Soviet  Union 
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and  are  totally  stymied  by  language  and 
cultural  barriers.  Many  of  the  younger 
immigrants  work  long  hours  and  then 
study  English  late  into  the  night,  but  the 
elderly  immigrant  fmds  learning  English 
almost  impossible. 


Equally  difficult  is  trying  to  understand 
the  American  culture  and  its  health  care 
system.  Every  citizen  in  Russia  was  as- 
signed a  primary  care  physician  and  ap- 
propriate medical  care  was  provided  to 
citizens  at  no  cost.  Each  neighborhood 
had  a  fully  staffed  outpatient  clinic  where 
one  could  go  for  immediate  care.  The  pri- 
mary care  physician  knew  the  patient's 
medical  history  and  gave  personal  atten- 
tion to  each  complain.    If  the  problem 
was  acute,  the  primary  care  physician 
would  make  a  home  visit.  Many  Rus- 
sians, especially  the  elderiy,  find  it  diffi- 
cult to  locate  replacements  for  these 
neighborhood  clinics  and  primary  care 
physicians  in  the  U.S.  Even  with  inter- 
preters assisting  with  the  visits,  encoun- 
ters with  American  doctors  seem  brief 
and  impersonal  with  too  much  emphasis 


placed  on  cost 
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g.  The  Elderly 

The  elderiy  as  a  subset  of  the  entire  LEP 
population  must  be  examined  separately. 
Although  elderiy  individuals  also  belong 
to  specific  ethnic  and  culmral  groups, 
they  all  share  certain  characteristics,  such 
as  their  age,  status  in  the  community,  and 
difficulties  learning  the  English  language. 
In  addition,  elderiy  immigrants  and  refu- 
gees must  maneuver  within  a  health  care 
system  that  is  becoming  increasingly  dif- 
ficult to  understand.  Insurance  tends  to 
pose  specific  problems:  they  do  not  qual- 
ify for  Medicare  until  they  have  resided 
in  the  country  for  at  least  5  years,  yet 
many  are  not  able  to  work  at  full-time  em- 
ployment.     In  addition,  most  private  in- 
surance policies  do  not  allow  holders  to 
add  an  elderiy  parent  to  a  "family  plan."^^ 

Many  people  assume  that  families  will 
continue  to  support  the  LEP  elderiy  out 
of  respect  and  an  intergenerational  value 
system.    Although  this  assumption  was 
believed  for  many  years  to  be  true  of  the 
Asian  cultures,  intergenerational  research 
on  immigrants  indicates  that  family  ties 
may  become  strained  due  to  the  immigra- 
tion and  acculturation  process. 
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h.  Mental  Health 

While  many  .Ajnericans  have  difficulty 
accessing  the  mental  health  service  sys- 
tem, LEP  individuals  have  special  issues 
around  culture  and  language  that  com- 
pound the  jobs  of  mental  health  profes- 
sionals. In  addition  to  the  stresses  of 
adjusting  to  a  new  country  and  culture, 
many  refugees  and  immigrants  have  un- 
dergone extremely  painful  experiences  in 
their  former  life  and  try  to  shut  them- 
selves off  from  remembering.  Memories 
of  horror,  torture,  prison,  or  deprivation 
can  surface  years  after  resettlement,  al- 
though most  mental  illness  occurs  in  re- 
cent arrivals. 

Because  using  interpreters  within  the  cli- 
ent-therapist relationship  presents  issues 
of  confidentiality  and  problems  with  cul- 
tural interpretations,  most  experts  recom- 
mend conducting  mental  health  services 
in  the  primary  language  of  the  LEP  cli- 
ent by  a  bilinguaL^icultural  professional. 
Yet,  severe  shortages  of  trained  bilin- 
gual^icultural  professional  exist  in  the 
mental  health  field.      The  symptoms  dis- 
played by  many  LEP  immigrants  and 
refugees  may  be  influenced  by  cultural 


differences  and  only  a  professional  with 
in-depth  familiarity  of  the  patient's  cul- 
ture could  establish  a  diaenosis  of  depres- 

70     ~ 
sion  from  psychosis.      In  Asian  cultures, 

there  are  no  words  for  "depression,"  and 
many  Asian  Pacific  Islanders  believe  that 
the  only  time  they  should  seek  mental 
heal  til  services  is  when  thev  are  afflicted 

71 

With  a  very  serious  psychiatric  disorder. 

D.  LANGUAGE  SERVICES 
AVAILABLE  TO  LEP 
POPULATIONS 

Jh  reviewing  the  literature  around  lan- 
guage services  being  used  in  the  field, 
three  main  models  of  language  services 
appear  to  be  dominant.  Bilingual^icultu- 
ral  staff,  whether  professional  or  support 
staff,  are  widely  used  in  those  facilities 
where  large  numbers  of  LEP  clients 
speak  a  common  language  or  within  the 
mental  health  setting.  Staff  interpreters 
are  described  as  being  used  mostiy  in  hos- 
pitals, and  still  widely  used  are  the  inter- 
preters who  are  also  community 
volunteers.  When  none  of  the  these  inter- 
preters is  available,  hospital  staff  report- 
edly still  use  family  members  even 
children,  in  a  crisis  situations. 
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1.  Bilingual/Bicultural  Staff 

Many  hospitals  identify  staff  who  speak 
other  languages  and  involve  them  in 
medical  interpreting  encounters.  Accord- 
ing to  Ginsberg  this  is  currently  the  most 
widely  used  method  within  public  and  pri- 
vate teaching  hospitals.^"'  In  small  infor- 
mal surveys  of  hospital  practices,  several 
newspaper  articles  substantiated  this' prac- 
tice, claiming  interpreting  capability  for 
dozens  of  different  languages.  Often,  the 
list  of  bilingual  hospital  staff  is  referred 
to  as  the  hospital's  "language  bank."^'* 
Other  reports  documented  bilingual  staff 
discomfon  with  this  practice,  since  such 
staff  are  usually  not  provided  training 
around  medical  terms  or  techniques  of  in- 
terpreting/^ 


.Another  form  of  the  bilingual/bicultural 
model  that  is  popular  within  small  set- 
tings is  a  fully  bilingual.'bicultural  medi- 
cal staff  who  work_as  a  team  to  provide 
services  to  clients/     One  such  program 
for  Asian  Americans  is  being  pilot  tested 
in  Sacramento  as  pan  of  a  new  managed 
care  initiadve.  Viemamese  doctors  use 
their  valuable  experience  and  background 
to  treat  Southeast  Asian  patients.  Cultural 
differences  often  prevent  patients  from 
discussing  treatment  issues  with  their  doc- 
tors. One  doctor  cites  his  expertise  as, 
".  .  .Icon  anticipate  the  instructions  not 
being  followed,  the  frustration,  the  break 
in  communications. 

Another  frequent  model  within  LEP  com- 
munities is  the  use  of  bilingual  staff  as 
outreach  workers  or  case  managers.  Inter- 
preting  and  translating  for  clients  are  re- 
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garded  as  part  of  their  job  duties,  in  addi- 
tion to  social  wori<  functions.  For  in- 
stance, a  program  in  Los  Angeles  sends 
teams  of  bilingual  health  workers  into  the 
community  to  orovide  outreach  to  elderly 
Cambodians. 

2.  Staff  interpreters 

Due  to  many  factors,  such  as  laws,  mar- 
ket forces,  and  changes  in  Medicaid, 
many  more  hospitals  and  other  facilities 
are  providing  full-  and  part-time  staff  in- 
terpreters to  LEP  patients.  And  for  those 
facilities  that  have  sought  to  integrate  an 
interpreter  services  system,  the  demand 
for  such  services  has  increased  rapidly 
over  the  years.  Many  have  special  train- 
ing programs,  offer  a  variety  of  lan- 
guages, and  are  viewed  as  a  vital  part  of 
the  system.  While  these  programs  are  not 
cheap — some  exceed  budgets  of  over  one 
million  dollars  per  year — they  are  helping 
to  increase  access  to  thousands  of  LEP  pa- 
tients and  bring  in  business  to  the  hospi- 
tals.^^ 


Some  hospitals  use  student  volunteers 
from  nearby  universities  as  staff  interpret- 
ers. The  students  go  through  an  intensive 
training  program  and  receive  college 
credit  for  their  work  as  interpreters  in  lo- 
cal hospitals.  The  training  and  experi- 


ence allow  manv  to  move  into  the  medi- 

**  fin 

cal  interpreting  profession. 

3.  Community  volunteer  interpreters 

Community  volunteer  interpreters  are 
often  individuals  interested  in  serving  oth- 
ers with  the  same  ethnic  and  cultural 
background.  Although  they  may  be  work- 
ing independently  with  members  of  the 
their  community,  many  discover  interpret- 
ing needs  through  their  work  with  agen- 
cies providing  services  to  LEP 
populations.  Many  of  these  agencies  ex- 
press anger  at  hospitals  using  community 
volunteers  instead  of  accepting  the  re- 
sponsibility for  training  and  hiring  their 
own  medical  interpreters. 

4.  Training 

Training  for  cerdfied  medical  interpreters 
can  take  many  forms.  Benhamida's  re- 
view describes  some  of  the  different  mod- 
els. Training  programs  may  be  based 
within  the  provider  or  hospital,  sponsored 
by  a  State  or  local  government  agency,  of- 
fered by  for-profit  firms,  or  based  in  a 
university  or  college.  Some  university 
programs  offer  a  double  major  to  under- 
graduate students  seeking  to  become 
qualified  interpreters.  Many  community 
colleges  award  associate  degrees  to  indi- 
viduals interested  in  community  interpret- 
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ing,  although  several  programs  have  re- 
cently been  tailored  to  fit  the  needs  of 
the  medical  community.  Because  so 
many  communities  have  discovered  such 
a  great  gap  in  interpreting  service  deliv- 
ery, another  recent  development  has  been 
the  addition  of  one-year  interpreting  pro- 
grams at  community  colleges.  ~ 

Since  many  hospitals  tend  to  use  bilin- 
gual staff  for  interpreting  encounters, 
other  less  intensive  training  programs 
have  been  introduced  recently  to  accom- 
modate the  training  needs  of  bilingual 
staff  Especially  in  California,  where  a 
law  requires  hospitals  to  supply  interpret- 
ers in  acute  care  facilities,  such  programs 
are  becoming  increasingly  popular. 

E.  CONCLUSIONS 

It  appears  that  recent  research  and  media 
efforts  to  promote  language  services  for 
the  LEP  population  have  provided  the 
field  with  much  new  information  around 
policies,  practices,  and  health  status  of 


LEP  populations.  Whether  recent  find- 
ings will  increase  awareness  and  sub- 
sequently affect  service  delivery  remain 
to  be  seen.     Changes  in  organizational 
structures  are  not  easily  implemented,  but 
research  around  language  needs  clearly 
supports  such  changes.  In  addition  to 
providers  recognizing  their  responsibility 
in  supplying  interpreters  for  LEP  clients, 
it  is  hoped  that  recommendations  around 
screening,  training  and  evaluating  of  inter- 
preter services  will  be  taken  seriously.  In 
addition,  a  system  of  care  must  be  estab- 
lished that  will  link  the  LEP  client  into  in- 
terpreter services  and  continue  to 
maintain  that  link  throughout  the  client's 
contact  with  the  provider. 
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A.  Congressional  Participants 

Congressional  Hispanic  Caucus 

Esther  Aguilera,  Legislative  Assistant 

Congressional  Subcommittee  on 
Health  and  the  Environment 

Julia  Fortier,  Professional  Staff  Mem- 
ber 


B.  Federal  Participants 

Administration  for  Children  and 
Families 

Ms.  Virginia  Apodaca,  former  OCR  Re- 
gional Director  for  the  San  Francisco 
Office,  currently  Director  of  Human  Re- 
sources and  Equal  Opportunity,  Ad- 
ministration for  Children  and  Families 

Administration  on  Aging 

Fernando  Ton-es-Gil,  Ph.D.,  Assistant 
Secretary 

Michelle  Puccinelli,  Special  Assistant 
Centers  for  Chronic  Disease  Control 
and  Prevention 

Ms.  Donna  Garland,  Analyst,  Immuni- 
zation Control  Program 

Commission  on  Immigration  Reform 

Ms.  Susan  Forbes-Martin 

Federal  Administrative  Office  of  U.S. 
Courts,  U.S.  Department  of  Justice 

Mr.  Edward  Baca,  Legislative  Analyst 


Ms.  Betty  Lee  Hawkes,  Project  Officer 

Office  of  Refugee  Health 

JoAnne  Luoto,  M.D.  Director 
Tom  Bornemann,  Ph.D. 

Office  of  Refugee  Resettlement 
Ms,  Regina  Lee,  Deputy  Director 

Substance  Abuse  and  Mental  Health 
Services  Administration 

Ruth  Sanchez-Way,  Representative  on 

Minority  Health  Concerns  and  Director 
of  Community  Training  Services 
Dina  Birman,  Ph.D.  Research  Officer, 
Refugee  Mental  Health  Branch 


C.  Advocacy 

Association  of  Asian  and  Pacific  Is- 
lander Community  Health  Organiza- 
tions 

Steven  Jang,  Executive  Director 

international  Rescue  Committee 

Mr.  Ray  Evans,  Director  Resettlement 
Program  for  DC  area 

Latino  Coalition  for  a  Health  Califor- 
nia 

Canmela  Castellano,  J.D.,  Coalition  Di- 
rector 


National  Institutes  of  Health,  Na- 
tional Institute  of  Mental  Health 

Juan  Ramos,  Ph.D.,  Director,  Office  of 
Prevention  and  Special  Projects 

Office  of  Minority  Health 

Mr.  Clay  Simpson,  Acting  Deputy  Di- 
rector 

Mr.  Guadalupe  Pacheco,  Special  As- 
sistant 


0.  Professional  Associations 

American  Hospital  Association 

Ms.  Ellen  Joss,  Research  Analyst 

American  Medical  Association 

Mr.  Mike  Zarski,  Policy  Analyst 
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American  Speech,  Hearing,  and  Lan- 
guage Association 

Ms.  Diane  Scott 

DC  Hospital  Association 

Ms.  Holly  Constant 

Joint  Commission  on  the  Accredita- 
tion of  Health  Care  Organizations 

Mr.  Paul  Mullen 

National  Association  for  Public  Hos- 
pitals 

Ms.  Vanessa  Martin,  Policy  Analyst 

Registry  of  Interpreters  for  the  Deaf, 
Inc. 

Shaundra  Williams,  Staff  Analyst 

E.  Site  Visits 

1.  Seattle 

Office  for  Civil  Rights,  Region  X 

Ms.  Carmen  Palomera  Rockwell,  Re- 
gional Manager 


Ms.  Cynthia  Roat,  Medical  Interpreter 

Program  Director 

Thu  Van  Nguyen,  Interpreter 

Group  Health  Cooperative 

Michael  Wander,  M.D.  Family  Practice 
Residency  Director 
Erika  A.  Steinbacher,  M.D.,  Family 
Practice  Resident 

Seattle/King  County  Health  Depart- 
ment 

Ms.  Shari  Wilson,  Coordinator  of  Refu- 
gee Screening  and  Interpretation 

Seattle  Area  Hospital  Council 
Peggy  Shapiro,  Director,  Office  &  Fi- 
nancial Management 

Washington  Department  of  Social 
and  Health  Services 

Mr.  Ed  Rodriguez,  Director  of  Diversity 
Initiative  Office 


Asian  Counseling  and  Referral  Serv- 
ice 

Raymond  Ishii,  Deputy  Director 
Eiisa  Del  Rosario,  Director,  Managed 
Care 

Children's  Hospital  of  Seattle 

Ms.  Patty  Hencz,  Director,  Interpreter 

Services  Program 

Community  Health  Interpretation  Serv- 
ices/Hospital Interpretation  Program 
Ms.  Sherry  Riddick,  Director 

Pacific  Medical  Center  Cross-Cui- 
tural  Health  Care  Program 

John  Larson,  Clinic  Administration 
Robert  Putsch,  M.D.,  Medical  Director 


2.  Boston 

Office  for  Civil  Rights,  Region  1 
Ms.  Caroline  Chang,  Regional  Man- 
ager 

Mr.  Jerry  Malone,  Division  Director 
Ms.  Deborah  Coppa,  Investigator 
Ms.  Linda  Connor,  Assistant  Manager 

Boston  Children's  Hospital 

Mr.  Eduardo  Berinstein,  Coordinator, 
Interpreter  Services 

Boston  City  Hospital 

Eric  Hardt,  M.D.,  Medical  Director, 
Geriatric  Division 
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Central  Massachusetts  Area  Health 
Education  Center-  Language  Link 
Program 

Ms.  Gail  Lewis,  Executive  Director 
Ms.  Ana  Mulgoza,  Manager,  Language 
Link  Program 

Clark  University 

Thomas  P.  Massey,  Ph.D.,  Dean,  Col- 
lege of  Professional  and  Continuing 
Education 

Leo  Ortiz-Minique,  Ph.D.,  Profes- 
sor/Coordinator, Medical  Interpreter 
Training  Program 


Mr.  An  Ton  That,  Director,  Office  of 
Refugee  and  Immigrant  Health 
Ms.  Jennifer  Cochran,  Director,  Refu- 
gee Health  Program 

Massachusetts  General  Hospital 

Ms.  Pathcia  Rowell,  Director,  Volunteer 
and  Interpreter  Services 

University  of  Massachusetts  Medi- 
cal Center 

Ms.  Maria  Durham,  Director,  Interpreter 

Services 

Mr.  James  Wells,  Director,  EEO/Hu- 

man  Resources 


Commonwealth  of  Massachusetts, 
Department  of  Health  and  Human 
Services 

Ms.  Victoria  Mederos,  Director  of  Af- 
firmative Action/Human  Rights/ADA 
Coordinator/  MBE  Coordinator 

Commonwealth  of  Massachusetts, 
Department  of  Public  Welfare 

Ms.  Agnes  Young,  Affirmative  Action 
Manager 

Greater  Boston  Legal  Services 

Ms.  Melanie  Malhertie,  Staff  Attorney 

Mattapan  Clinic 

Rodney  Taylor,  M.D.,  Director 

Ms.  Brenda  Carruthers,  Coordinator 

Massachusetts  Law  Reform  Institute 

Mr.  Ernest  (Tony)  Winsor,  Staff  Attor- 
ney 

Massachusetts  Medical  Interpreter 
Association 

Ms.  Raquel  Cashman,  President 
Ms.  Margarita  Battle,  Vice  President 

Massachusetts  Department  of  Pub- 
lic Health 


3.  Los  Angeles 

Office  for  Civil  Rights,  Region  IX 

Mr.  Joe  Kennedy,  Acting  Director 
Ms.  Sharon  Meyers,  Investigator 

Altamede  Health  Services  Corpora- 
tion 

Ms.  Castaio  de  la  Rocha,  President 

Asian  Pacific  American  Legal  Center 
of  Southern  California 

Ms.  Kathryn  Imahara,  Staff  Attorney 
and  Director  Language  Rights  Project 

Asian  Pacific  Counseling  and  Treat- 
ment Center 

Ms.  Jiun  Shin,  Staff  Psychiatrist 

Asian  Pacific  Health  Care  Venture 

Ms.  Kazue  Shibata 

California  Department  of  Health 
Services 

Mr.  Calvin  Freeman,  Director,  Office  of 
Multicultural  Health 
Ms.  Barbara  Marquez,  Chair,  Cultural 
and  Linguistic  Requirements  Subgroup 
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Cedars  Sinai  Medical  Center 

Ms.  Ruth  West,  Manager,  Interpreter 

Sen/ices 


PacifiCare  of  California 

Mr.  Richard  IPA/in,  Manager,  MediCal 
Member  Services 


Kaiser  Permanente  of  Soutfiem  Ca/i- 
fornia 

Jean  Gilbert,  Ph.D.,  Director,  Organiza- 
tional Effectiveness 

Mr.  Jose  Deando,  Assistant  Director  of 
Human  Resources 

Martin  Luther  King,  Jr.  Drew  Medical 
Center 

Tessie  Cleveland,  D.S.W.,  Director  of 
Social  Services 

Mr.  Edward  Padilla,  Coordinator,  Inter- 
preter Services 

Mexican  American  Legal  Defense 
and  Educational  Fund 

Ms.  Inna  Rodriguez,  Staff  Attorney 

National  Health  Law  Program 

Ms.  Yolanda  Vera,  Staff  Attorney 
Ms.  Lourdes  Ria,  Staff  Attorney 

National  Immigration  Law  Center 

Ms.  Susan  Drake,  Acting  Directing  At- 
torney 


Public  Advocates,  Inc. 

Ms.  Carmelia  Castellano,  Attorney, 
Public  Advocates  and  Executive  Direc- 
tor of  the  Latino  Coalition  for  a  Healthy 
California 

Stanford  University  Medical  Center 

Ms.  Linda  Haffner,  Director,  Interpreter 
Services 

Mr.  John  Chavez,  Coordinator  of  inter- 
preter Training 

T.H.E.  Clinic 

Ms.  Sylvia  Drew-Ivie,  Executive  Direc- 
tor 

White  Memorial  Medical  Center 

Hector  Floras,  M.D.,  Co-Director,  Fam- 
ily Practice  Residency  Program 
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A.  Introduction 

Although  OCR  has  been  invested  in  this 
issue  over  a  15-year  time  period,  other 
Federal  agencies  have  supported  service 
delivery  to  the  LEP  population  through 
regulatory  or  programmatic  initiatives. 
During  its  site  visits,  the  study  team  iden- 
tified several  programs  that  were  recipi- 
ents of  Federal,  state  or  local  funding,  or 
were  initiated  in  response  to  state  regula- 
tions. This  section  will  document  how 
various  Federal  and  state  agencies  have 
participated  in  shaping  the  service  deliv- 
ery system. 

Although  Title  VI  would  appear  to  affect 
all  services  provided  within  and  for  the 
Department  of  Health  and  Human  Serv- 
ices (DHHS),  health  and  social  services 
have  historically  been  managed  sepa- 
rately. Policies  around  services  for  LEP 
populations  have  not  been  developed  for 
the  entire  Department,  but  rather  for  each 
agency  within  the  Department.  Separa- 
tion of  health  and  social  services  is  not 
unique  to  the  Federal  government,  how- 
ever, for  most  states  have  been  structured 
in  a  similar  fashion.  Many  DHHS  ef- 
forts have  promoted  services  to  support 
increased  health  access  to  minority  popu- 
lations, but  it  is  only  recently  that  efforts 
to  remove  or  address  cultural  and  linguis- 
tic barriers  have  been  initiated. 

Removal  of  language  and  cultural  barri- 
ers from  health  care  has  been  a  stated 
goal  within  PHS  and,  although  all  of  its 
agencies  share  responsibility  for  this 
goal,  the  Office  of  Minority  Health  is  des- 
ignated as  the  leader  within  PHS  in  spear- 
heading a  n\ovement  towards  changing 
an  existing  system. 


B.  Office  of  Minority  Health,  Public 
Health  Service 

Tne  Office  of  Minority  Health  (OMH)  ex- 
ists to  improve  the  health  of  racial  and 
ethnic  minority  populations  in  the  United 
States.  Piistorically,  OMH  was  perceived 
as  an  agency  that  served  mainly  African 
.Americans,  but  recent  congressional  in- 
itiatives have  sought  to  extend  its  goals 
and  objectives.  Section  1707  of  thePub- 
lic  Health  Service  Aa  (otherwise  known 
as  the  "Minority  Health  Improvement  Act 
of  1990")  expands  the  scope  of  OMH's 
efforts  to  target  the  LEP  population  by 
the  following  activities:  (1)  estab- 
lishment of  an  advisory  committee  that 
would  provide  advice,  assistance,  and 
oversight;  (2)  interagency  agreements 
with  other  agencies  to  support  work  in  re- 
search, demonstrations,  and  evaluations 
to  test  innovative  models  of  delivering 
services,  (3)  contracts  with  health  care 
providers  to  develop  or  increase  provid- 
ers' capacity  to  provide  bilingual  or  inter- 
preter services,  (4)  establishment  of  the 
Center  for  Linguistic  and  Cultural  Com- 
petence in  Health  Care,  and  (5)  estab- 
lishment of  individual  offices  of  minority 
health  within  agencies  of  the  Public 
Health  Service. 

OMH  funds  demonstration  programs  to 
extend  access  to  persons  with  limited 
English  proficiency.  Some  programs  de- 
velop and  test  cultural  orientation  training 
for  physicians;  others  fund  case  managers 
and  outreach  workers  to  racial  and  ethnic 
communities,  or  translation  and  inter- 
preter services.  Grant  awards  range  from 
537,000  to  575,000.  Other  OMH  demon- 
stration efforts — such  as  the  Minority 
Community  Health  Coalition  Program, 
the  Coalition  Enhancement  Initiative,  the 
Hispanic/Latino  Community  Health  Coa- 
lition Development  Initiative,  the  Minor- 
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ity  Male  Program,  and  HTWAIDS  pro- 
jects—  promote  health  services  in 
broader  areas,  while  lending  support  to  re- 
moval of  language  and  cultural  barriers. 
OMH  has  also  funded  research  efforts, 
such  as  the  "Language  Access  Project," 
that  developed  models  and  standards  for 
bilingual^icultural  services  for  Asian 
and  Pacillc  Islander  Americans  con- 
ducted by  the  Association  of  Asian  Pa- 
cific Community  Health  Organization 
(AAPCHO),  and  the  "ASTHO  Bilingual 
Health  Initiative."  conducted  by  the  Asso- 
ciation of  State  and  Territorial  Health  Of- 
ficials (ASTHO). 

OMH  operates  the  Office  of  Minority 
Health  Resource  Center  (OMHRC) 
through  a  contract  with  a  private  firm. 
The  OMHRC  provides  health  profession- 
als with  information  about  and  for  minori- 
ties. It  also  maintains  listings  of 
programs  operating  at  the  national.  State 
and  community  levels. 

In  June  of  1994,  the  U.S.  Congress, 
House  Committee  on  Appropriations  rec- 
ommended that  OMH  implement  certain 
initiatives  specified  in  the  Minority 
Health  Improvement  Act  to  assist  health 
care  providers  in  delivering  health  serv- 
ices to  individuals  with  limited-English 
proficiency.  OMH  was  asked  by  this 
Committee  to  "establish  a  center  to  de- 
velop and  evaluate  models,  conduct  re- 
search, and  provide  technical  assistance 
to  providers  on  removing  lanpiage  barri- 
ers to  health  care  services."  ' 


The  Center  for  Linguistic  and  Cultural 
Competence  in  Health  Care  (CLLCHC) 
is  currendy  being  planned  within  OMH 
as  an  internal  component  integrating 
OMH's  different  initiatives.  Within  its 
plan  for  this  Center,  OMH  has  recog- 
nized the  significance  of  Tide  VI  in  speci- 
fying the  need  for  language  services  and 
sees  its    role  as  one  of  focusing  on  sys- 
temic change  within  Federal,  state  and  lo- 
cal communities  to  assist  health  care 
providers  in  accepting  responsibility  for 
providing  competent  language  services  to 
LEP  patients  and  increasing  the  informa- 
tion and  resources  available  to  providers. 
The  Center  will  attempt  to  accomplish 
the  following  goals:  (1)  foster  access  to 
literature,  research  and  programmatic  in- 
formation on  removing  language  and  cul- 
tural barriers  to  health  care  for  the  LEP; 

(2)  collaborate  with  other  agencies  (Fed- 
eral, state,  managed  care,  institutions  of 
higher  learning,  and  community-based  or- 
ganizations) to  promote  research  on  re- 
moving language  and  cultural  barriers; 

(3)  develop  demonstration  programs  to  re- 
move language  and  cultural  barriers;  (4) 
conduct  program  evaluations  on  demon- 
stration programs  to  determine  replicabil- 
ity  and  transfer  programmatic  knowledge 
to  the  field;  and  (5)  provide  assistance  to 
health  care  providers  on  removing  lan- 
guage and  cultural  barriers  to  health  care 
for  the  LEP  populations. 

Other  existing  OMH  initiatives  will  also 
be  integrated  into  die  Center.  An  impor- 
tant part  of  the  Center  is  sharing  informa- 
tion around  LEP  issues  with  other 


The  Office  of  Minority  Health.  1995.  "Final  Draft  Plan  for  The  Center  for 
Linguistic  and  Cultural  Competence  in  Health  Care  (CLCCHC)." 
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agencies  within  the  Public  Health  Service 
that  currently  support  a  Minority  Health 
Representative.  These  agencies  currently 
include  the  Agency  for  Health  Care  Pol- 
icy and  Research,  the  Centers  for  Disease 
Control  and  Prevention,  the  Federal  Drug 
Administration,  the  Health  Resources  and 
Services  Administration,  the  National  In- 
stitutes of  Health,  and  the  Substance 
Abuse  and  Mental  Health  Services  Ad- 
ministration. It  is  expected  that  the  re- 
search and  programs  supported  by  these 
agencies  will  be  planned  in  such  a  way  as 
to  include  ways  to  remove  language  and 
cultural  barriers  to  health  care. 

Plans  are  underway  within  the  Center  to 
develop  a  minority  fellowship  program  in 
collaboration  with  the  Centers  of  Excel- 
lence Program  within  the  Bureau  of 
Health  Professions,  Health  Resources  and 
Service  Administration  (HRSA).  This 
program  will  involve  recruitment  of  mi- 
nority candidates  and  the  provision  of  re- 
search, clinical  and  community 
experiences  necessary  to  obtain  tenured 
status  at  teaching  universities  participat- 
ing in  the  Centers  of  Excellence  program. 


C.  Centers  for  Disease  Control  and 
Prevention,  Public  Health  Service 

The  CDC  holds  a  major  responsibility  for 
the  surveillance,  prevention,  and  treat- 
ment of  infectious  and  chronic  diseases  in 
the  U.S.  Quite  often  their  work  cannot  be 
conducted  effectively  without  the  inclu- 
sion of  services  to  the  LEP  population. 


The  following  descriptions  are  a  sample 
of  CDC's  involvement  in  promoting  serv- 
ices for  the  LEP. 

The  CDC's  Division  of  Tuberculosis 
Elimination  (located  within  the  National 
Center  for  Prevention  Services)  has  been 
assessing,  monitoring,  and  treating  all  in- 
dividuals in  the  U.S.  for  tuberculosis  in- 
fection. They  work  closely  with  state 
governments  to  ensure  compliance  at  the 
local  levels  and  develop  policy  around 
working  procedures.  Because  local  TB 
programs  often  involve  outreach  and  care 
to  persons  of  limited  English  proficiency, 
the  CDC  has  promoted  the  use  of  bilin- 
gual outreach  workers  and,  where  neces- 
sary, has  ftinded  efforts  to  staff  state  and 
local  programs  with  bilingual  workers. 
In  addition,  the  CDC  advocates  the  use  of 
interpreters  in  a  recent  publication,  'Im- 
proving Patient  Adherence"  and  devotes 
a  brief,  but  well-researched  section  to 
"  Working  with  an  Interpreter.'"  Although 
promoting  the  use  of  trained  medical  in- 
terpreters, the  authors  freely  admit  that 
trained  interpreters  are  not  always  avail- 
able and  suggest  some  guidance  around 
not  using  family  members,  especially  chil- 
dren, and  community  volunteers. 

The  CDC's  National  Immunization  Pro- 
gram has  also  become  involved  in  study- 
ing and  employing  methods  of  reaching 
the  LEP  population.  The  recentiy  created 
Childhood  Immunization  Initiative  in- 
cludes develop  of  an  Immunization  Ac- 
tion Plan  for  each  region  of  the  country. 
Within  some  of  the  regions,  "brainstorm- 


Centers  for  Disease  Control  and  Prevention.  1994.  "Improving  Patient 
Adherence,"  U.S.  Department  of  Health  and  Human  Services,  Public  Health 
Service,  Centers  for  Disease  Control  and  Prevention,  Division  of  Tuberculosis 
Elimination;  Atlanta,  GA. 
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ing"  meetings  were  conducted  around  de- 
veloping the  plans  that  included  examin- 
ing the  issues  of  the  LEP  population. 
Specific  recommendations  were  targeted 
to  the  integration  of  interpreter  services 
and  bilingual  staff  within  the  service  de- 
livery model.  The  CDC  supports  such  ef- 
forts and  in  some  instances  has  funded 
proposals  to  augment  the  existing  infra- 
structure. 


To  promote  the  prevention  of  HIV/ AIDS, 
the  CDC's  Division  of  Adolescent  and 
School  Health  (DASH)  has,  since  1987, 
funded  cooperative  agreements  with  all 
State  Education  Agencies  and  several  city 
and  local  agencies  to  promote  training, 
policy  development,  curriculum  develop- 
ment and  collaboration  efforts.  In  1991, 
DASH  began  emphasizing  services  to  mi- 
nority youth  and  encouraging  bilin- 
gual^iculturaI  services  within  the  local 
communities.  At  the  local  level,  many  ef- 
forts were  funded  to  translate  materials 
on  HTV  prevention  into  other  languages. 
Programs  located  in  areas  where  LEP 
youth  resided  were  supported  in  hiring  bi- 
lingual outreach  workers. 

The  CDC's  Division  of  Quarantine  is 
also  responsible  for  operating  the  Refu- 
gee Health  Screening  Program  through 
an  interagency  agreement  with  the  Office 
of  Refugee  Resettlement  (ORR).  Ap- 
proximately S5.7  million  was  s  s  spent  in 
1993  on  preventive  health  services  for 
refugees  through  this  agreement,  which 
provided  for  technical  assistance  and 
monitoring  of  health  screening  practices 


overseas,  issuing  health  documentation  of 
refugees  entering  the  country  at  pons  of 
entry,  forwarding  of  documentation  to 
state  and  local  health  depanments,  and  ad- 
ministering the  preventive  health  screen- 
ing grant  program.  To  ensure  that 
refligees  meet  public  health  requirements 
and  are  deemed  in  good  health  for  em- 
ployment purposes,  the  State  Department 
strongly  recommends  that  all  refugees  re- 
ceive an  initial  medical  screening  exam 
in  the  domestic  resettlement  site.  Most 
state  health  departments  and  some  local 
agencies  receive  funding  to  manage  and 
support  health  screening  services  for 
newly  arriving  refugees.  The  purpose  of 
the  initial  health  exam  is  to  screen  and 
treat  for  the  following:  (1)  those  health 
conditions  that  could  affect  the  public 
health,  such  as  tuberculosis  and  hepatitis 
B,  and  (2)  health  problems  that  could  im- 
pair a  refugee's  resettlement  and/or  em- 
ployability,  such  as  hypenension, 
diabetes,  or  mental  disorders.  (Addi- 
tional funding  for  these  screenings  is  pro- 
vided by  ORR  in  the  form  of  Refijgee 
Medical  Assistance  (RMA))    Wherever 
possible,  state  and  local  agencies  also 
contribute  resources  to  this  screening  pro- 
gram. 

Because  most  refugees  are  part  of  the 
LEP  population,  language  barriers  must 
be  overcome  before  refugees  are  pro- 
vided any  type  of  health  service.  The  do- 
mestic health  screening  program  has 
recommended  that  interpreters  or  bilin- 
gual staff  workers  be  used  to  conduct  the 
assessment,  and  as  such,  the  state  and  lo- 


Roger  Bemier.   1994.  "Toward  a  More  Population-Based  Approach  to 
Immunization:  Fostering  Private-  and  Public  Sector  Collaboration,"  American 
Journal  of  Public  Health,  Vol  84,  No.  10;  and  Donna  Garland,  Centers  for  Disease 
Control  and  Prevention,  interview  conduaed  September  14,  1994. 
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caJ  grants  funded  by  the  CDC  are  fre- 
quently used  to  fund  interpreter  services 
programs.  One  cit>'  health  department 
uses  the  CDC  funding  to  support  inter- 
preter services  within  its  public  health 
clinics.  Several  states  fund  bilingual  staff 
salaries  in  county  health  department,  and 
at  least  one  state  fijnds  a  monetary  incen- 
tive for  using  an  interpreter  during  the 
health  screening.  Even  with  this  assis- 
tance, many  refugee  health  screening  pro- 
grams rely  on  the  community  assistance 
provided  by  voluntary  or  resettlement 
agencies  working  with  the  refugees. 
Often,  the  refugee  is  brought  in  for  the 
exam  by  a  bilingual  case  manager  or  out- 
reach worker  who  stays  for  the  duration 
and  interprets  for  the  refugee  and  the 
health  provider.  When  asked  about  barri- 
ers to  obtaining  health  assessments  for 
refijgees,  many  providers  cited  a  lack  of 
interpreter  services  within  the  local  com- 
munities. 

D.  Office  of  Refugee  Health,  Public 
Health  Service 

The  Office  of  Refugee  Health  (ORH)  fo- 
cuses on  developing  and  setting  policy 
around  refugee  health  and  mental  health 
issues,  and  identifying  problems  and  solu- 
tions to  refugee  health.  They  are  funded 
through  an  interagency  agreement  with 
the  ORR  and  maintain  close  working  rela- 
tionships with  the  State  Department,  De- 
partment of  Justice,  ORR,  state  and  local 
health  departments  and  international  or- 
ganizations, such  as  the  United  Nations 
High  Commissioner  for  Refugees 
(UNHCR)  and  the  International  Organiza- 
tion for  Migration  (lOM).  ORH  is  cur- 


rently sponsoring  a  special  study  entitled 
an  "Evaluation  of  Health  Needs  of  Newly 
Arriving  Refugees  "  in  which  the  seven 
states  receiving  the  largest  numbers  of 
refugees  will  be  studied.  Within  this 
evaluadon,  interpreter  and  translation 
services  are  examined  in  terms  of  their 
availability  to  refugees  and  health  care 
providers,  as  possible  barriers  to  health 
services,  and  issues  to  consider  for  the 
most  newly  arriving  refugees. 

E,  Office  of  the  Surgeon  General, 
Public  Health  Service 

Within  the  Office  of  the  Surgeon  Gen- 
eral, an  initiative  was  sponsored  in  1992- 
93  by  Dr.  Antonia  Novella,  the  then 
Surgeon  General,  to  address  the  barriers 
to  qualit}'  health  care  faced  by  the  Hs- 
paniclatino  Community.  TheHis- 
panio^atino  Health  Initiative 
commenced  in  September  1992  with  a 
National  Workshop  on  Hispanic/Latino 
Health,  bringing  together  over  200  His- 
panic leaders.  In  Spring  of  1993,  inten- 
sive, two-day  regional  meetings  were 
held  in  five  cities  in  the  U.S.  with  large 
Hispanic  populations:  New  York,  Mi- 
ami, Chicago,  San  Antonio,  and  Los  An- 
geles. Recommendations  were  developed 
from  these  meetings  to  improve  health 
care  for  the  Hispanic  community.  In  a  re- 
port on  this  initiative,  it  was  recognized 
that  governmental  and  institutional  poli- 
cies were  not  responsive  to  the  health 
needs  of  Hispanics/Latinos.    Recommen- 
dations included  establishing  policies 
around  providing  linguistically  and  cultur- 
ally competent  programs,  funding  re- 
search initiatives  around  Hispanic  health 


U.S.  Department  of  Health  and  Human  Services,  Office  of  the  Surgeon  General. 
1 993 .  One  Voice,  One  Vision — Recommendations    to  the  Surgeon  General  to 
Improve  Hispanic/Lattno  Health,  U.S.  DHHS:  Rock,  MD. 
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issues,  developing  programs  to  increase 
the  numbers  of  Hispanic  health  profes- 
sionals, and  seeking  ways  to  foster  col- 
laboration around  Hispanic  health  issues. 
Dr.  Aida  Giachello.  speaking  on  behalf  of 
one  of  the  workgroups  said,  "...  in  terms 
of  an  ideal  system,  we  want  to  eliminate 
language  and  cultural  barriers ...  We  dis- 
cussed the  whole  issue  of  interpreters, 
and  we  were  concerned  about  the  fact 
that  the  role  of  the  interpreter  may  affect 
the  quality  of  care.   We  were  concerned 
also  about  the  issue  of  confidentiality . 
There  are  ethical  issues  involved  when 
you  use  interpreters  and  so  the  lack  of 
guidance,  the  lack  of  training,  the  lack  of 
really  establishing  protocols  to  serve 
providers  was  a  clear  concern  of  the 
group  ...We  need  to  introduce  legislation 
.  There  should  be  policy  and  guidance  to 
promote  bilingual  and  culturally  compe- 
tent, relevant  services.'" 

F.  Health  Resources  and  Services 
Administration,  Public  Health 
Service 

The  Health  Resources  and  Services  Ad- 
ministration (HRSA)  has  funded  several 
research  and  programmatic  efforts  to  pro- 
mote access  to  health  care  for  the  LEP 
population.  In  fact,  some  of  these  pro- 
grams were  observed  by  the  study  team 
during  site  visits.  Because  HRSA  is 
more  service-oriented  than  other  agen- 
cies within  PHS,  their  commitment  to  lan- 
guage services  for  the  LEP  population  is 
critical.  Many  of  HRSA' s  programs  are 
located  in  areas  that  are  densely  popu- 
lated by  LEP  individuals  and  without  lan- 
guage considerations  within  program 
guidance,  it  is  questionable  whether 
agency  goals  could  be  obtained. 

Area  Health  Education  Centers  (AHECs) 


Professions  (BHPr)  to  promote  partner- 
ships between  communiry-based  agencies 
and  medical  schools.  In  Boston/Worces- 
ter, the  smdy  team  observ-ed  an  .AHEC  of- 
fering language  bank  ser.'ices,  task  forces 
around  language  services,  interpreter  serv- 
ices training  programs,  and  training  pro- 
grams for  physicians.  AHECs  can  be 
valuable  resources  within  local  communi- 
ties to  promote  and  offer  language  serv- 
ices to  the  LEP  population. 

A  few  of  the  programs  visited  by  the 
Study  Team  were  funded  through 
HRSA's  Community  and  Migrant  Health 
Center  (C/'MHC)  program.    C/MHCs  are 
located  in  areas  in  which  there  are  large 
numbers  of  underserved  individuals  and 
few  resources  to  serve  them.  Their  mis- 
sion has  been  to  serve  those  in  the  imme- 
diate community,  and  over  the  years,  this 
mandate  has  at  times  been  difficult  due  to 
the  shifdng  ethnic  changes  within  the 
country.  When  populations  shift,  the  new 
residents  may  be  LEP  individuals  and 
without  a  shift  in  C/MHC  staffing  pattern 
to  meet  this  need.  Centers  funded  under 
this  program  may  be  judged  as  nonre- 
sponsive  to  the  immediate  community. 

The  Centers  of  Excellence  (COE)  Pro- 
gram is  located  within  HRSA's  Bureau  of 
Health  Professions  and  has  as  its  objec- 
tive: to  strengthen  the  national  capacity 
to  train  minority  students  in  the  health 
professions;  and  to  support  the  health  pro- 
fessions schools  which  train  a  significant 
number  of  minority  health  professionals. 
Often  minority  students  require  more  as- 
sistance from  professors  and  institutions 
of  higher  learning  to  maintain  an  educa- 
tional level  consistent  with  non-minority 
students.  The  COE  program  funds  ef- 
forts by  institutions  to  work  more  closely 
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with  minority  students  to  understand  the 
needs  of  these  students. 

G.  National  Institute  of  Mental 
Health 

The  National  Institute  of  Mental  Health 
(NIMH)  has  been  involved  in  conducting 
research  and  providing  services  to  the 
LEP  population  for  a  number  of  years. 
Providing  mental  health  services  to  the 
LEP  population  can  be  especially  diffi- 
cult because  of  cultural  and  confidential- 
ity issues.  In  1993,  NIMH's  Office  for 
Special  Populations  sponsored  a  special 
group  to  examine  culture  and  diagnosis, 
and  the  findings  of  this  group  comprise 
the  Revised  Cultural  Proposals  for  DSM- 
W.    Various  mental  health  disorders 
were  revised  to  include  cultural  considera- 
tions for  clinicians  whose  training  reflects 
traditional  Western  psychiatry.  Observa- 
tions by  the  study  team  in  the  field  of 
mental  health  support  the  need  for  further 
research  in  this  area.  There  was  also  ob- 
served to  be  a  dearth  of  mental  health 
services  available  for  LEP  individuals,  as 
well  as  professionals  who  could  provide 
such  services.  NIMH  has  participated  in 
and  supported  research  efforts  in  mental 
health  for  LEP  individuals,  especially 
those  designated  as  immigrants  or  refu- 
gees. NIMH  also  publishes  several  trans- 
lated publications  in  Spanish,  describing 
mental  illness  and  specific  conditions, 
such  as  schizophrenia,  depression  and 
panic  disorder. 

H.  Substance  Abuse  and  Mental 
Health  Services  Administration 

The  Substance  Abuse  and  Mental  Health 
Services  Administration  (SAMHSA)  is 
comprised  of  three  centers  that  focus  on 
specific  areas  of  service  delivery:    The 
Center  for  Substance  Abuse  Prevention 
(CSAP)  supports  services  to  prevent  prob- 


lems caused  by  alcohol  and  other  drugs; 
the  Center  for  Substance  Abuse  Treat- 
ment (CSAT)  funds  through  block  grants 
to  the  states  inter^'ention  programs  in  a 
variety'  of  areas;  and  the  Center  for  Men- 
tal Health  Services  (CMHS)  suppons  the 
community  mental  health  programs  and 
other  mental  health  services.  As  of 
March  1993,  SAMHSA  issued  a  policy 
on  '''Inclusion  and  Attention  to  the  Needs 
of  Females  and  RaciaLFlthnic  Minority 
Populations  in  Extramural  Programs." 
While  this  policy  does  not  address  lan- 
guage issues  directly,  it  does  address 
'''^ sensitivity  to  cultural  competency  to 
deal  with  the  special  needs  of  the  particu- 
lar racial/ethnic  groups  proposed  for  in- 
clusion in  the  project"  The  existence  of 
such  a  policy  may  lead  to  more  specific- 
ity on  how  to  provide  language  services. 
Within  CSAP,  the  agency  directive  is  to 
fijnd  programs  that  use  bilingual^icultu- 
ral  staff  workers  in  communities  where 
there  are  populations  speaking  other  lan- 
guages. Interpreters  are  not  funded  or  en- 
couraged. CSAT,  because  of  its  reliance 
on  block  grants  to  states,  is  not  able  to  of- 
fer much  guidance  in  this  area  and  defers 
to  state  policies  around  language  serv- 
ices. 

Within  CMHS  is  the  Refijgee  Mental 
Health  Program  (RMHP)  which  provides 
consultation  and  technical  assistance  on 
general  refugee  mental  health  issues.  It  is 
funded  by  the  Department  of  Justice 
through  interagency  agreements  with  the 
Office  of  Refugee  Health  and  CMHS. 
The  RMHP  sponsors  and  participates  in 
workshops,  conferences  and  conventions 
that  address  refugee  mental  health  issues. 

Also  within  CMHS  is  the  Community 
Mental  Health  Services  Block  Grant, 
which  funds  programs  to  support  compre- 
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hensive,  communitv'-based  services  for 
adults  with  serious  mental  illness  and 
children  with  serious  emotional  dismr- 
bances.  Adequate  support  for  such  serv- 
ices does  not  exist  currently  in  insurance 
and  other  mechanisms.     The  types  of  or- 
ganizations funded  under  this  block  grant 
were  previously  classified  as  Community 
Mental  Health  Centers  (CMHCs)  and  in- 
cluded freestanding  psychiatric  outpadent 
clinics,  freestanding  partial  care  organiza- 
tions, and  multiservice  mental  health  or- 
ganizations. After  the  1981  Block  Grant 
program,  definitions  for  mental  health 
service  providers  were  changed  to  (1) 
outpatient  mental  health  clinic,  (2)  psychi- 
atric hospital,  (3)  residential  treatment 
center  for  emotionally  disturbed  children, 
(4)  a  mental  health  partial  care  organiza- 
tion, (5)  multiservice  mental  health  or- 
ganization, and  (6)  general  hospitals  with 
separate  psychiatric  service(s).  It  is  inter- 
esting to  note  that  in  a  recent  publication. 
Mental  Health,  United  States,  1992,  data 
were  reported  for  patients  and  providers 
across  the  country  on  "blacks,"  "whites," 
and  "other  races."  Minimal  efforts  were 
made  to  examine  mental  health  problems 
fortheLEP  population,  although  concern 
was  expressed  by  the  authors  about  the 
lack  of  minority  health  professionals  en- 
tering the  mental  health  professions,  cou- 
pled with  an  interest  in  serving  those 
minorities  with  mental  health  needs. 

I.  The  Office  of  Refugee 
Resettlement,  Administration  for 
Children  and  Families 

Since  1975,  the  Office  of  Refugee  Reset- 
tlement (ORR)  has  been  the  major  funder 
of  services  to  refugees  newly  entering  the 
country.  The  Refugee  Act  of  1980  (sec- 
tion 413(a)  of  the  Immigration  and  Na- 
tionality Act)  grants  comprehensive 
"authority  to  ORR  for  the  domestic  reset= — 


tlement  program.  ORR  is  responsible  for 
carrying  out  those  activities  that  provide 
for  effective  resettlement  of  refugees  and 
assistance  to  refugees  in  obtaining  self- 
sufficiency.  Their  primarv'  focus  is  to  in- 
tegrate refugees  into  the  service  system, 
prepare  them  for  job  readiness,  and  pro- 
mote fiill-time  employment.  As  such, 
various  programs  fijnded  by  ORR  and 
through  ORR  involve  the  provision  of 
language  services  to  new  refugees. 

As  mentioned  earlier,  the  CDC  domestic 
health  screening  assessment  program  pro- 
vides some  funding  for  language  serv- 
ices. Additional  funding  for  interpreter 
services  is  provided  through  the  Refugee 
Medical  Assisunce  (RMA)  program, 
which  provides  substantial  funding  to  ap- 
proved states  to  assist  states  in  conduct- 
ing the  domestic  health  screening 
assessment.  RMA  funds  are  frequently 
used  by  states  to  staff  local  health  depart- 
ments with  bilingual  outreach  workers. 
States  that  are  not  currently  approved  for 
RMA  expenditures  in  this  manner  report 
difficulties  in  overcoming  barriers  related 
to  a  lack  of  interpreter  services.  It  was  re- 
ported that  many  local  health  departments 
do  not  have  sufficient  resources  to  pro- 
vide interpreter  services  to  refugees.  In 
some  cases,  they  lack  a  commitment  to 
refugees  and  services  to  the  LEP  popula- 
tion. 

Also  in  health  care,  ORR  has  funded 
through  its  Nadonal  Discretionary  Grant 
Program,  an  initiative  with  the  Public 
Health  Service  to  conduct  hepatitis  B 
screening  and  vaccination  of  children  and 
pregnant  refugee  women  who  have  been 
in  the  U.S.  since  1981.  This  program 
also  provides  public  information  and  in- 
terpreter  services  related  to  hepatitis  B  is- 
sues  for  refugees. 
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There  is  much  general  concern  around 
refugees  receiving  access  to  health  care, 
and  it  was  noted  that  caring  individuals 
within  communities  act  on  this  concern 
when  health  care  providers  are  unable  to 
offer  adequate  interpreter  services  for 
refugees.  Often  refugees  are  provided  in- 
terpreter services  in  health  care  settings 
by    staff  in  voluntary  or  resettlement 
agencies  working  with  them  as  case  man- 
agers or  volunteers.  Funding  for  these 
types  of  services  would  be  paid  for  by 
ORR  or  the  State  Department.  As  stated 
earlier  though,  ORR's  mission  (in  con- 
junction with  the  State  Department's)  is 
to  fund  efforts  aimed  at  employability. 
When  staff  hours  are  used  to  interpret  in 
health  settings,  ORR  and  the  State  Depart- 
ment are  paying  for  services  outside  the 
scope  of  their  agreements  with  these  agen- 
cies. Besides  governmental  cost  effec- 
tiveness, another  issue  around  the  use  of 
staff  from  community-based  agencies  to 
interpret  within  health  settings  is  the  lack 
of  screening,  training  and  assessment  pro- 
vided these  individuals.  In  many  cases, 
an  individual  is  rated  as  a  "good  inter- 
preter" because  "she's  been  doing  it  for 
over  13  years".  Several  health  care 
providers  working  with  refugees  admitted 
that  interpreters  are  a  necessity  for  them, 
but  at  times  they  are  not  comfortable  with 
the  quality  of  interpretation  or  question 
whether  words  are  being  accurately  com- 
municated. It  was  reported  that  commu- 
nity volunteers  lack  formal  training  as 
interpreters  and  can  interject  an  overabun- 
dance of  patient  advocacy  into  the  situ- 
ation. One  nurse  reported  conveying  a 
simple  sentence  to  a  refugee  and  having  a 
community  inter:'eier  then  talk  to  the 
refugee  gee  for  over  ten  minutes. 

In  addition  to  preventive  health  services, 
ORR  funds  a  broad  range  of  social  serv- 
ices to  assist  refugees  in  obtaining  em- 


ployment and/or  self  sufnciency.  All  of 
these  social  services  require  the  use  of  in- 
terpreter and  translator  services  for  al- 
most every  refugee  entering  the  country. 
Reception  services  ensure  that  the  refu- 
gees are  met  at  the  airpon,  and  obtain  in- 
itial housing,  furniture,  food  and  clothing 
for  a  minimum  of  30  days.  Counseling 
and  referral  services  are  provided  to  ori- 
ent the  refugees  to  the  local  community 
and  the  service  system.  Employment-re- 
lated services,  such  as  English  language 
classes,  vocational  training,  vocational 
counseling,  job  placement,  and  health  in- 
surance needs  are  provided  by  several  re- 
settlement agencies  with  special  funding. 
Many  refugees  are  also  eligible  for  food 
stamps,  AFDC,  WIC,  Medicaid,  and  SSI, 
and  ORR  funds  case  management  to  reset- 
tlement agencies  to  assist  refugees  in  ob- 
taining services  for  which  they  are 
eligible.  ORR  has  also  funded  special  in- 
itiatives within  its  social  services  to  pro- 
vide services  to  special  populations.  The 
fundingfor  most  of  ORR's  initiatives  is 
administered  through  state  agencies,  with 
the  states  being  responsible  for  the  effec- 
tive implementation  of  community-based 
programs. 

J.  Administration  on  Aging 

The  Administration  on  Aging  (AoA)  is  re- 
sponsible for  implementing  programs 
funded  under  the  Older  Americans  Act  of 
1965,  which  designates  the  Assistant  Sec- 
retary for  Aging  to  act  as  an  official  advo- 
cate for  the  elderly  within  the  Federal 
government  and  to  work  with  State  and 
local  agencies  to  implement  community 
programs.  The  AoA  funds  programs  to 
states  and  territories  based  on  the  num- 
bers of  people  in  each  state  or  territory 
who  are  60  and  older.  The  elderiy  bring 
special  issues  of  language  and  culture 
into  any  service  system.  The  projea  team 
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discovered  that  elderly  immigrants  found  cial  minority  populations  and  has  close 

learning  English  difficult,  and  often  re-  workjng  relationships  with  minority  advo- 

sisted  learning,  retaining  use  of  their  na-  cacy  groups  for  the  aging, 

tive  language.  Many  parents  of  refugee 
and  immigrant  children  are  brought  to 
this  country  and  find  life  in  the  United 
States  bearable  only  with  the  help  of  rela- 
tives to  interpret  or  translate.  Because  of 
barriers  related  to  culture,  language  and 
education,  elderly  LEP  residents  are  less 
able  to  advocate  for  themselves.  The 
AoA  funds  programs  to  work  with  spe- 
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